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Abstract 
Evidence-based practice (EBP) and Shared decision-making (SDM) are changing the nature of 
healthcare decisions. Evidence-based practice is a systematic approach of critical importance 
to medical practice intended to optimise decision-making by emphasising the value and use 
of evidence from scientific resources. Shared decision-making involves treating patients as 
partners, involving them in decision-making, and enlisting their sense of responsibility for 
their care while respecting their individual values and concerns. This study is theoretically 
driven by a curiosity of understanding the link between evidence-based practice, shared 
decision-making and patient-centred communication in order to achieve optimal care. It is 
broadly accepted that healthcare decisions require the integration of both research evidence 
and individual preferences. In the last decades, SDM has been hailed as the new paradigm 
for the doctor-patient relationship by health institutions and policy makers. However, the 
meaning and practical implications of such a new paradigm have been difficult to ascertain. 
To date, the need to consider patients as active partners in healthcare decision-making is 
growing. Yet, there has been little discussion resolving the potential conflict between 
promoting patient participation in decision-making regarding their health and the reliant on 
evidenced-based options. The thesis original contribution to knowledge is to fill these 
knowledge gaps by exploring the views and experiences of both users and providers of 
diabetes care about patient involvement in decision-making.  
This research, using interviews, aims to develop a greater understanding of patients and 
doctors experience of communicating treatment and management during medical 
encounters, in light of the need for a more person-centred approach in decision-making to 
enhance quality of patient care and improve outcomes. Forty-six semi-structured interviews 
were conducted with doctors and patients with Type 2 Diabetes from one of the government 
hospitals in Eastern Province, Saudi Arabia. Data were analysed with the aid of NVivo using 
thematic analysis. Evidence suggests that people living with diabetes in Saudi Arabia seem to 
value opportunities to be involved in everyday decision-making about their care. How these 
opportunities are created, understood, supported and sustained in healthcare settings 
remains to be determined. In this study, most of the doctors reported that involving patients 
into decision-making was challenging because most patients did not feel they had sufficient 
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knowledge and confidence to do so; however, many patients reported that they did want to 
engage in decisions about their health but did not feel actively listened to, respected, and 
empowered to do so. Both groups of participants identified contrasting expectations and 
perceptions regarding communication within the doctor-patient relationship. The findings of 
this study demonstrate the need for doctors to collaboratively pursue opportunities to 
ensure that person-centred interactions are more consistently evident in practice. The study 
not only adds to what is known about the benefits of patient participation, but also provides 
robust evidence for policy makers and practitioners arguing for the benefits of this. 
Keywords: Evidence-based practice, shared decision-making, type 2 diabetes, patients’ 
preferences and participation, self-management.  
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Organisation of thesis 
This thesis comprises six chapters, which are structured as follows: 
Chapter 1. Introduction and Background: The statement of the problem is discussed in this 
chapter. It then sets out the background and context of the thesis including the main concepts 
and issues that are addressed in further chapters. Finally, it identifies the contribution of the 
research and why this field of research matters in the wider world.  
Chapter 2. Literature Review: This chapter provides a critical review of empirical and 
theoretical literature guiding this research study. Significant concepts in relation to the 
research questions are identified and critically discussed in this review, including evidence-
based practice, person-centred care, shared decision-making and doctor-patient 
relationship. Finally, the study’s theoretical framework, aims and research questions are 
presented. 
Chapter 3. Methodology: The research methodology used in this study is explained in this 
chapter. The philosophical stance underpinning this study is then discussed. The research 
design and methodology are then presented and the methods of data collection and analysis 
are described and justified.  
Chapter 4. Findings and Discussion I: Patients beliefs: The first theme of the findings 
obtained during the data analysis process is presented and discussed in relation to existing 
relevant literature. This theme explains how patients’ beliefs and attitudes about illness, 
treatment and role in decision-making influence their communication with their doctors as 
well as their engagement in self-care behaviours. Within this theme, a number of sub-themes 
were identified, including: beliefs and attitudes towards living with T2D and the impact of on 
self-care behaviour, cultural, religious and social influences; and, the dynamic aspects of 
doctor-patient relationship with regard to patients’ perceptions of illness and role in decision-
making. 
Chapter 5. Findings and Discussion II: Nature and flow of decision-making: The second 
theme of the findings that emerged from the data analysis is presented and discussed in 
relation to existing relevant literature. This theme explores participants’ perceptions with 
regards to the nature and flow of the consultation which, in turn, influence patients’ 
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participation in treatment and management of their care. Subthemes in relation to this 
theme are: active listening and engagement in consultations in the sense that both doctors 
and patients have different perceptions and expectations towards the outcome of the 
consultation; interrupted consultation privacy; lack of encouragement for the patients to ask 
questions or express their concerns; and lack of continuity of care and consistency of advice 
provided across the healthcare team. 
Chapter 6. Conclusions: A brief summary of the study’s key findings is presented. This is 
followed by discussion of the research limitations and strengths. The implications of the 
study’s findings for policy and practice as well as recommendations for future research are 
also considered. 
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Chapter 1: Introduction and Background 
The thesis examines 1) patients’ involvement with decision-making including experiences of 
negotiating treatment and management plans of their diabetes within the doctor-patient 
relationship, and 2) healthcare professionals’ perspectives of the communication and 
negotiation of treatment and management plans and decision-making with their patients in 
the context of diabetes, in Saudi Arabia. This chapter provides a statement of the problem 
that underlies the rationale for conducting this research. This is followed by a broad 
introduction to the context of Saudi Arabia and its unique healthcare system. Lastly, it 
demonstrates the study contribution to existing knowledge. 
Many countries struggle to provide cost-effective, quality health care services to their citizens 
(Walston et al., 2008). Saudi Arabia spends an increasing proportion of its gross domestic 
product on healthcare (Alhowaish, 2014), and has experienced high costs along with concerns 
about quality of care (Al-Hanawi et al., 2018). Much has been written about the United States 
of America and European struggles to balance quality, cost and access to healthcare (Starfield 
and Shi, 2002). In the UK, the total healthcare expenditure in 2017 was £197.3 billion. This 
accounted for 9.6% of gross domestic product (GDP), with £48.2 billion of all spending 
accounted towards long-term care (Great Britain and Department of Health & Social Care, 
2018). 
In the United States, approximately every 21 seconds someone is diagnosed with diabetes, 
according to the American Diabetes Association (ADA) (American Diabetes Association, 
2018). Nearly half of the American adult population has diabetes or prediabetes, and more 
than 30 million adults and children are living with diabetes (Boles et al., 2017). According to 
the International Diabetes Foundation (IDF), every six seconds one person dies of diabetes 
(Pugazhenthi et al., 2017). In 2012, diabetes caused 1.5 million deaths (WHO Executive 
Summary) and ranked 6th overall in related deaths worldwide (World Health Organization, 
2016). In addition to its impact on individuals, diabetes places a significant burden on 
healthcare services and the community as a whole (Zimmet et al., 2001). Globally, diabetes 
accounted for 11% of the total healthcare expenditure in 2011; and in Saudi Arabia, the 
annual cost of diabetes has been estimated at more than $0.87 billion (Naeem, 2015). In the 
United States, the total cost of diagnosed diabetes in 2017 was $327 billion (American 
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Diabetes Association, 2018) To alleviate this quality and cost gap, the Institute of Medicine 
(IOM) has recommended the implementation of patient-centric goals and targeting those 
patients with chronic conditions (Institute of Medicine, 2001). Also, both the Chronic Care 
Model and the World Health Organisation’s Innovative Care for Chronic Conditions 
emphasise the need for patient-centred care and self-management support for people with 
chronic diseases (Bodenheimer et al., 2002; World Health Organization, 2002) . Therefore, 
understanding the relationship between physician decision-making and patient participation 
for chronic disease management may provide insight into the factors that facilitate 
implementation of patient-centric goals and improve quality of care. This change provides an 
interesting and insightful case for the challenges faced in the Kingdom of Saudi Arabia where 
the situation is less well known, but is distinctly unique. Part of the challenge in Saudi is that 
the notion of patient-centeredness simply is not embedded in the care culture and often feels 
foreign to clinicians unfamiliar with the concept (Qidwai et al., 2013). However, studies have 
shown that moving towards a system centred on people’s needs and preferences has the 
potential to bring multiple benefits for patients, the healthcare system and the nation (Smith 
et al., 2013). With this in mind, in order to make person-centred care an integral part of the 
healthcare system in the Kingdom of Saudi Arabia and other developing countries, it is 
necessary to recognise and explore patient and physician perceptions in this regard (Qidwai 
et al., 2015).  
It is highly important to establish tools that can be adapted in such a way that evidence-based 
guideline recommendations, professional expertise, the context of the individual patient and 
practice situation, and patients’ preferences and autonomy are equally weighed in the 
decision-making process. Therefore, the underlying assumption of this thesis, to facilitate 
patient involvement or even shared-decision making during the consultation, might be 
challenging for those who regard EBP and clinical practice guidelines as being in conflict with 
person-centred care (van der Wejden, 2010). Part of the challenge is that the notion of 
patient-centredness simply is not well-embedded in the care culture and often feels foreign, 
and even disruptive, to clinicians unfamiliar with the concept (Berwick, 2009).  
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With the evidence from the latest, high quality diabetes research, the American Diabetes 
Association (ADA) – the nation’s leading voluntary health organisation to prevent and cure 
diabetes, as well as improve the lives of all people affected by the disease- has developed the 
2019 Standards of Medical Care in Diabetes (Standards of Care). The 2019 Standards of Care 
include new and revised clinical practice recommendations that put the patient at the centre 
of care, and considering the multiple health and life factors for each individual living with 
diabetes. The Standards of Care create a roadmap for therapeutic approaches and 
medication selection based on each patient’s overall health status, with more treatment 
regimens that provide decision support for individualised care (American Diabetes 
Association, 2019). It is also evident that the idea of incorporating patient values and 
preferences into routine care has expanded significantly over the last half century (Karimi-
Dehkordi et al., 2019). This concept has been applied to clarify a variety of behaviours in 
different contexts. Notably, the therapeutic relationships between patients and healthcare 
providers, patients’ roles in medical decisions, patients’ autonomy and patient-centred care 
(Bastemeijer et al., 2017). Understanding and incorporating patient’s values and preferences 
may not be an easy task (Charles and Gafni, 2014; Childress, 1970; Loughlin, 2014) because 
values are communicated explicitly or implicitly through language (Dicken and Edwards, 
2001). In that sense, the challenging nature of some values together with other attributes of 
incorporating patients’ values in care can be considered as the foundational principle of the 
effective communication between doctors and patients that needs to be taken into account 
in efforts to promote a more person-centred care (Karimi-Dehkordi et al., 2019). 
Along the same lines, one approach to care that meets the IOM recommendation of patient-
centred care and has potential to improve optimize patient outcomes of chronic diseases is 
that of shared decision-making (SDM) (Levit et al., 2013). SDM is a process whereby health 
care providers and their patients make treatment decisions jointly (Branda et al., 2013), it is 
defined as a an approach where clinicians and patients share the best available evidence 
during the process of decision making, and where patients are supported to consider options 
to achieve informed preferences (Charles et al., 1997). SDM is considered a “pinnacle” of 
patient care and claims to fulfil the gaps in evidence-based practice (Barry and Edgman-
Levitan, 2012). According to the literature, evidence-based practice works best when it is 
individualised so that diagnosis and treatment are considered alongside each patient’s values 
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and preferences (Miles and Loughlin, 2011), and fit within their personal and social context 
(Hargraves et al., 2016; Montori et al., 2013). One way of tailoring care to the individual is 
through shared decision-making (SDM) (Montori et al., 2006). 
Evidence-based practice (EBP) and Shared decision making (SDM) are both equally essential 
for the quality in healthcare delivery, yet the interdependence between these approaches is 
not generally appreciated (Hoffmann et al., 2014). SDM is an approach “towards seeing the 
patients as having a central role in decision making about their clinical care” (Barratt, 2008, 
p. 408). It is a process in which healthcare providers and patients work together to make 
decisions and choose treatment and management plans based on clinical evidence that 
balances risks and expected health outcomes with patients’ unique values and preferences. 
The main aim of SDM is to empower patients to express their values and preferences, to ask 
questions and participate actively in decisions about their own care (Barratt, 2008). On the 
other hand, evidence-based practice is defined by Sackett and colleagues (1996), as the 
conscientious and judicious use of current best medical evidence in conjunction with clinical 
expertise as well as patient values and preferences to guide healthcare decisions. With the 
aim of highlighting and advancing effectiveness and evidence-based practice (EBP) agendas, 
the Institute of Medicine set a goal which states that by 2020, 90% of clinical decisions will be 
supported by accurate, timely and up-to-date clinical information and will reflect the best 
available evidence to achieve the best patient outcomes (Institute of Medicine (US), 2009). 
However, the medical evidence alone may not determine the most appropriate care decision 
for the particular patient situation. Therefore, patient interests are best served when the 
advantages and risks of a treatment plan are viewed through the lens of the patient’s values 
and preferences. That is, the paradigm of evidence-based practice should be complemented 
by the paradigm of shared decision-making (Polaris and Katz, 2014).  
The shared decision-making approach involves producing patient-centred goals in order to 
reach a treatment plan that is consistent with the patient’s own values and preferences 
(Polaris and Katz, 2014). Currently, many informed consent conversations focus primarily on 
the potential benefits of the doctors’ recommended course of action. This is particularly the 
case with medications or procedures that impart low risk compared to major surgical 
interventions (Fowler et al., 2013). When adopting a model of shared decision-making, 
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clinicians and health practitioners should carefully review the full range of expected benefits 
and potential risks and what they would mean for that specific patient’s health (Elwyn et al., 
2015). The evidence-based and person-centred health care movements have each improved 
the discussion of how health care might best be delivered, yet the two have evolved 
separately and, in some views, remain in conflict with each other (Burman et al., 2013; Miles, 
2018; Weaver, 2015). No clear model has appeared to enable practitioners to exploit the 
advantages of each, so actual practice often becomes, to varying degrees, an undefined 
mixture of each. Similarly, when faced with clinical uncertainty, it becomes easy for 
practitioners to rely on methods of care established explicitly by expert panels, or on the tacit 
knowledge developed from experience or habit. Either way, these leanings towards 
practicing ‘cookbook’ medicine challenge the view of patients as unique individuals and 
reduce the application of what might be considered as person-centred care (Burman et al., 
2013). 
In the context of diabetes, the importance of incorporating patients’ values and preferences 
into decision-making in relation to treatment and management of their health has been 
increasingly acknowledged by healthcare providers and researchers in recent years (Vahdat 
et al., 2014). It has been suggested that doing so can improve treatment outcomes, facilitate 
collaborative associations between patients and their clinicians and assist in the 
implementation of self-management interventions by encouraging a more active role for 
patients in clinical consultations (Coulter, 2011). 
Diabetes is a global public health concern because of its high prevalence and associated 
mortality and morbidity (World Health Organization, 2016). Approximately 425 million 
people worldwide were estimated to have diabetes in 2017, and this number is expected to 
rise to 700 million people by 2025, with over 75% of people with diabetes residing in low-
income and middle-income countries (NCD Risk Factor Collaboration (NCD-RisC), 2016). This 
increase is primarily due to the growing prevalence of type 2 diabetes, which closely follows 
populations that are aging, overweight, obese and that engage in less healthy lifestyles (NCD 
Risk Factor Collaboration (NCD-RisC), 2016). Over 1.5 million people die of diabetes each year, 
and diabetes ranks 6th as a cause of death worldwide (World Health Organization, 2018). 
Diabetes is a lifestyle disease that can be successfully managed by engaging in essential self-
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care behaviours such as healthy eating, being physically active and monitoring of blood 
glucose. All these behaviours, implemented as a part of a person’s daily routine, have been 
found to be positively associated with good glycaemic control, reduction of complications 
and overall improvement in quality of care (Liu et al., 2018). Individuals with diabetes have 
been shown to make a dramatic impact on the progression and development of their disease 
by participating in their own care (Shrivastava et al., 2013). Despite this fact, inadequate 
glycaemic control is a common and widespread problem among people with type 2 diabetes 
and their engagement in self-care behaviours have been found to be considerably low 
(Bukhsh et al., 2018; Polonsky and Henry, 2016; Shrivastava et al., 2013). With this in mind, 
healthcare providers are recommended to adopt a more patient-centred approach and 
individualise management strategies with consideration of patients’ needs, values and 
preferences (Delaney, 2018). Given the above-mentioned reasons, therefore, diabetes was a 
useful example for this research to understand the concepts of evidence-based practice and 
shared decision-making.  
In the field of health communication research, one of the most problematic areas in the 
treatment of chronic diseases is how to improve patients’ self-management through doctor-
patient communication (Burke et al., 2006; Linmans et al., 2015). Previous studies confirm the 
importance of this issue by showing that patients with chronic diseases – especially those with 
type 2 diabetes – have difficulty in achieving optimal glycaemic control through a combination 
of healthy diet, physical activity, and medication (Mulder et al., 2015). It has been estimated 
that less than 20% of people with diabetes achieve optimal values in blood glucose (Stark 
Casagrande et al., 2013) and that approximately 40% take less than 80% of the medications 
prescribed (Cramer et al., 2008). Although diabetes care is known to entail patient-centred 
communication and thus good doctor-patient relationships to achieve optimal self-care 
discussions and treatment outcomes, the actual nature of such self-management related 
patient-centred communication remains unclear (Boström et al., 2014; Thorne et al., 2004).  
This qualitative study aimed to explore how individual patient’s values and preferences can 
be integrated into the overall treatment decision making process, by exploring how 
communication and negotiations occur with regards to the treatment and management of 
diabetes within the doctor-patient relationship. This study is theoretically driven by a 
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curiosity of understanding the link between evidence-based practice, shared decision-making 
and patient-centred communication in order to achieve optimal care as illustrated in Figure 
1. There is a gap of knowledge with regards to the relationship of these concepts in practice, 
and particularly in medical consultations between the doctor and the patient, and how these 
concepts are enacted in practice. In this essence, an existing disconnect between the two 
approaches (EBM and SDM) is evident and optimal health care is shown to be associated with 
the integration of both in a means of partnership between healthcare professionals and 
patients (Blount, 2019; Hoffmann et al., 2014), encouraging the latter to actively participate 
in their healthcare through patient-centred communication (Castro et al., 2016). Patients 
who only participate in their care on a limited basis risk poor health outcomes because they 
may fail to express their needs, fears, expectations, and preferences, which are necessary to 
their healthcare decisions (Levit et al., 2013). These patients may also feel dissatisfied when 
interacting with their clinicians (Epstein and Street Jr, 2007), a problem exacerbated by 
patients’ respect of their clinicians or lack of self-confidence (Hoffmann et al., 2018). Research 
has also linked patient’ level of participation in medical encounters with their health literacy, 
level of education, ethnicity, gender, personality, and the orientation of doctor-patient 
relationships (shared control versus physician control) (Epstein and Street Jr, 2007). 
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Figure 1. The interdependence of evidence-based medicine and shared decision-making and the need for both 
as part of optimal care. Taken from (Hoffmann et al., 2014) 
 
1.1 Overview of the research problem:  
Over the years, there have been various developments and changes in the way healthcare is 
delivered (Gillenwater and Gray, 2003). One innovation that has generated much argument 
and debates is the introduction of evidence-based practice. Evidence-based practice has been 
considered as one of the major advances in healthcare, education and many other fields, 
promising to revolutionize both policy and practice (Mullen and Streiner, 2004).  
In the 1970, Archie Cochrane pioneered the notion that health services must be evaluated on 
the basis of scientific evidence rather than on clinical impression (Scott and McSherry, 2009). 
Cochrane argued that much contemporary medical practice was ineffective or potentially 
harmful (Pope, 2003). The revolutionary work of Cochrane advocated the use of randomised 
controlled trials to provide scientific evidence for effective medical interventions whilst 
ensuring that the resources used were efficient and cost-effective (Gillenwater & Gray, 2003). 
After two decades, the work of Cochrane resulted in the establishment of the ‘Cochrane 
Collaboration’: an international organisation delivering up to date information on healthcare 
and current evidence-based databases (Levin, 2001). Due to this conjuncture in the history of 
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medicine, the evidence- based practice (EBP) paradigm has arisen. According to McKibbon et 
al. (1995), evidence-based practice is considered as an approach to healthcare that advocates 
the collection, interpretation and integration of valid and applicable patient-reported, 
clinically observed and research derived evidence. This is also shown in one of the most well-
known and broadest definitions used of evidence-based practice developed by Sackett et al 
(1996)., who define it as:  
the conscientious, explicit and judicious use of current best evidence in making 
decisions about the care of individual patients. The practice of evidence-based 
medicine means integrating individual clinical expertise with the best available 
external clinical evidence from systematic research. (p.71).  
An alternative definition provided by Muir Gray describes evidence-based practice as a 
systematic approach to decision making in which the physician uses the best evidence 
available, in consultation with the patient, to decide upon the option which suits the patient 
best (Muir Gray, 2009). Since the 1960s, policy makers, researchers and practitioners have 
focused considerable attention on the concept of evidence-based practice. This concept has 
gained attention in a number of primary disciplines and public services including healthcare, 
rehabilitation and education (Schalock et al., 2017). Evidence-based practice is highly relevant 
in the healthcare environment that has to deal with consumerism, budget cuts, 
accountability, rapidly advancing technology, demands for ever- increasing knowledge and 
litigation (Leufer and Cleary-Holdforth, 2009). It is the main aim of evidence-based practice 
to obtain the best outcomes for patients by selecting interventions that have the greatest 
chance of success (Craig and Smyth, 2007). Studies have shown that health care that is 
evidence-based and conducted in a caring context leads to better clinical decisions and 
patient outcomes (Melnyk and Fineout-Overholt, 2011; Titler, 2014). 
Contemporary understandings of evidence-based practice suggest the need for all the health 
care professionals to practise health care in ways that are supported by the most up-to-date 
evidence available (Pearson et al., 2005). This statement agrees with the definition of Sackett 
and colleagues (1996) as all three components of their definition are equally necessary: 
evidence from research, clinical expertise, and patient values and preferences (Brady and 
Lewin, 2007).  
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Over several decades, the evidence-based practice paradigm (Eddy, 2005; Goldenberg, 2006; 
Wyer and Silva, 2009) has underpinned the generation of thousands of guidelines and 
protocols designed to provide recommendations to healthcare professionals regarding how 
best to manage patients with various conditions (Weaver, 2015). As previously articulated, 
evidence-based practice emphasises the use of best available evidence from systematic 
research in combination with the clinician’s experience, as well as patient preferences and 
values, to make decisions about care and treatment (Sackett et al., 1996). However, according 
to some commentators (Siminoff, 2013), the implementation of evidence-based practice is 
limited and it restricts it to a purely biomedical approach that does not readily or explicitly 
incorporate the patient’s perspective. In reality, some healthcare systems, policy makers and 
clinicians adopting evidence-based practice considers ‘research evidence’ as the driver of 
practice, at the expense of patient’s values and preferences and clinical expertise (Siminoff, 
2013). In the process of decision-making, when the clinician does not actively engage the 
patient in his/her care, evidence-based practice can diminish decisions about treatment and 
management to just the “evidence” (Sackett et al., 1996).  
Providing evidence alone is not enough to influence decision-making, as making a decision is 
a complicated process of valuation. The values of the patients as well as clinical expertise 
must receive the same attention in healthcare decision-making (Florczak, 2017). Evidence 
alone does not make decisions, as Sackett et al. (1996) stated, EBP should also include the 
more thoughtful recognition and understanding of individual patients’ predicaments, rights, 
and preferences in making clinical decisions about their health. That is, just as the evidence 
and clinical expertise is important, patient values also cannot be left out of the picture. For 
example, an evidence-based decision about anti- coagulation for a patient with atrial 
fibrillation is not only determined by the established effectiveness of anticoagulation and its 
potential adverse effects (Hart et al., 1999), but will vary from one patient to another 
according to the individual clinical circumstances and their unique preferences (Haynes et al., 
2002).  
Another example is of cancer of the larynx, where there are two possible treatments for this 
disease: either surgery or radiation. The evidence clearly indicates that surgery is better for 
prolonging life expectancy, but it will leave patients with a hole in their throats through which 
they must eat and drink; learn how to speak through the hole and much more changes will 
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occur in their daily life activities. In contrast, many patients will choose radiation therapy, 
because they give more value to the quality of their lives rather than the quantity of time 
remaining to them. This decision can only be made by the individual patient; the clinician can 
outline the available options, the risks and benefits of each, and the evidence behind them 
but cannot overrule the desires and needs of the individual patient (Mullen & Streiner, 2004).  
Nevertheless, evidence-based practice guidelines can often be viewed as conflicting with 
another parallel movement towards care that is ‘person -centred’ that has arisen, in part at 
least, from concerns that scientific and technological advances contribute to more 
impersonal, fragmented clinical practice (Bensing et al., 2013; Epstein and Street, 2011a; 
Hartzband and Groopman, 2009; Institute of Medicine, 2001; Miles, 2018; Wyer and Silva, 
2009). The person-centred care movement operates within a more humanistic framework 
that considers what emerges from clinical interactions such as values, preferences and 
aspirations as equally critical in the patient care process rather than giving primacy to 
knowledge derived from research (Weaver, 2015). Evidence- based practice guidelines are 
typically derived from clinical and scientific research and perceived as limiting to patient’s 
choice by advocating only one appropriate course of action while neglecting individual 
patient’s values and preferences (Bensing, 2000; van der Weijden et al., 2010).  
The constructionist critique of evidence-based practice is about ‘evidence’ being more an 
artefact rather than ‘reality’. It is argued that research interests, activity guided by historical 
contingencies (i.e. events that clearly take history down a different path than it otherwise 
would have followed (Harms and Thornton, 2014)), and powerful commercial interests, 
mostly for new pharmaceutical products, direct evidence-based practice agenda’s instead of 
focussing on investigating the complex processes of healthcare delivery that are of greatest 
importance to patients themselves (You, 2016). Supporters of the evidence- based practice 
approach claim that it has acknowledged the importance of patient values in medical 
decision-making. However, explanations on how to incorporate these values in daily clinical 
practice remain uncertain (Rogers, 2002). The widespread use of evidence-based practice 
raises important questions about the nature and extent of incorporating patients’ values and 
perceptions in decisions related to their treatment and management of their health (Lehane 
et al., 2019). In essence, if patients are considered as recipients of evidence based-practice 
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rather than the key stakeholders, the premise of shared decision-making for care cannot be 
achieved (Ford et al., 2003a) 
Studies suggest that despite the many benefits of evidence-based practice, its current 
adoption in practice may limit the incorporation of patient’s values and preferences into the 
treatment and management of their health. This limitation, according to Rogers (2002), is not 
an essential feature of evidence-based practice, but rather the result of multiple factors 
occurring in the processes used to create evidence-based practice guidelines and its 
implementation in daily practice. The limitations of the evidence-based practice paradigm 
have become more apparent over time (Eddy, 2005; Greenhalgh et al., 2014; Tonelli, 2006, 
1998; Wyer and Silva, 2009), and various initiatives and approaches have been developed to 
overcome this limitation (Williams and Garner, 2002). Such initiatives are, for example 
evidence-informed practice, which extends beyond the early definitions of evidence-based 
practice and claims to be more person-centred rather than science-centred (Woodbury and 
Kuhnke, 2014). Miles and Loughlin promoted using the term evidence-informed practice 
rather than evidence-based practice to indicate that the process be person-centred rather 
than focused on the science of reducing the quantitative evidence, which, they claim, has 
taken humanity out of clinical practice (Miles and Loughlin, 2011). 
 
To this end, it is suggested to shift towards a more person-centred approach to healthcare 
delivery, which means a shift from a focus on disease to the patient’s feelings and experience 
of illness (Hower et al., 2019). In order to view the patient holistically, both psychological and 
social factors need to be integrated to achieve a fuller understanding of the patient’s illness 
and to guide treatment and management of their condition (Wagner et al., 2005). To do so, 
research suggest that it will be useful to place more attention on the interpersonal 
relationships between doctors and patients (Ćurković et al., 2014; Mead and Bower, 2000). 
Thus, an emphasis on physicians’ qualities and competencies such as communication skills, 
may be an important part of moving towards person-centred care (Jayadevappa and Chhatre, 
2011). Supplementary to this, patients being engaged in self-care behaviours of their own 
health as well as their activities outside the healthcare context is claimed to be equally as 
important (Pulvirenti et al., 2014). In fact, some researchers view the competence of patients 
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as self-managers of their care to be more important to outcomes than the skills of their 
physicians as communicators (Wagner et al., 2005).  
With this in mind, despite the increased realization of the importance of person-centeredness 
in routine care and efforts for health care quality improvement as well as increased evidence 
of its significant value (DiGioia et al., 2018); and although the body of literature pertaining to 
what patients want from their healthcare has increased, little research has attempted to date 
to investigate how effective communication with the patient can enable clinicians to offer 
more person-centred care (Wen and Tucker, 2015). 
Therefore, this research aims to investigate how to integrate individual patient’s values and 
preferences into the overall treatment decision making process, by exploring how 
communication and negotiations occur with regards to the treatment and management of 
diabetes within the doctor-patient relationship. The research uses type 2 diabetes as an 
exemplar long-term condition for this study because it requires a person with diabetes to 
make a multitude of daily self-management decisions and perform complex care activities 
(Powers et al., 2015). This study has contributed to an increased understanding of how 
evidence-based practice approaches can be developed so that they incorporate patient’s 
values and preferences into decision-making related to treatment and management of their 
health. Because the concept of patient-centred care is considerably new and still developing, 
there are various terms used in the literature to refer to similar principles and activities. 
Examples of these include person-centred care; personalisation; relationship-centred care; 
and, in some countries, mutuality. Whilst the term ‘patient-centred care’ is more common 
within the literature (Boisvert et al., 2017), in this thesis, the researcher uses the term 
‘person-centred care’ because it more explicitly reflects the application of the humanistic 
values to all patients. Using the word ‘person’ emphasises a holistic approach to care that 
takes into account the whole person rather than placing a narrow focus on their condition or 
symptoms, including their preferences, wellbeing, and wider social and cultural background 
(The Health Foundation, 2016; Coulter, 2012). 
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1.2 The case of diabetes  
For over 20 years, the World Health Assembly (the governing body of the World Health 
Organisation (WHO) recognized diabetes as a serious threat to national health and economic 
development and called for action for its prevention and management (World Health 
Organization, 2006). Diabetes represents a group of metabolic defects characterised by 
increasing blood glucose concentration (hyperglycaemia) resulting from a decrease in insulin 
secretion, action or both (insulin is the key hormone controlling glucose flow in and out of 
the body cells) (Kaku, 2010). Type 1 diabetes mellitus (T1DM) is the most common type 
affecting children and young people. It is also known as insulin dependent diabetes mellitus 
(IDDM) because patients mainly rely on insulin to control their condition. Type 2 diabetes 
mellitus is the most common type affecting adults. This type was previously known as non-
insulin dependent diabetes mellitus (NIDDM), as giving insulin is not the first or only solution 
to control the condition. Furthermore, lifestyle behaviours such as unhealthy eating habits 
and adopting sedentary lifestyle are key factors for developing T2DM (Al-Khudairy et al., 
2013).   
Although more research into the causes and pathophysiology of type 1 diabetes is clearly 
required, more than 90% of all cases of diabetes are specifically of type 2 and a significant 
percentage of these are preventable (IDF, 2009). In spite of the case when type 2 diabetes 
has developed to an individual, it can typically be successfully managed with a combination 
of lifestyle modifications along with pharmacological interventions (Jacob and Serrano-Gil, 
2010). Nonetheless, the prevalence of type 2 diabetes has attained universal proportions and 
the influence of it and its long-term consequences already portrays a significant burden on 
most health system budgets (Jacob and Serrano-Gil, 2010; World Health Organization, 2006). 
Patients with diabetes are required to make day-to-day decisions about the self-management 
of their health. As previously discussed, the doctor-patient relationship plays a significant role 
in supporting patients to live the best possible quality of life with their chronic condition 
(Bodenheimer et al., 2002).  
It is widely acknowledged that diabetes education is an important component of care (Davies 
et al., 2018). Diabetes is a lifestyle disease that involves the person living with the disease to 
self- manage and make many daily decisions in regard to diet, activity and medications. It also 
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necessitates that the person be competent in numerous self-care skills, such as blood glucose 
monitoring, foot examination and taking medications correctly (Jacob & Serrano-Gil, 2010). 
Self- management refers to the patient’s capacity to manage the symptoms, treatment, 
physical and psychosocial results and lifestyle changes essential to living with a chronic 
condition (Heisler et al., 2002).  
In order for people with diabetes to learn the skills to be effective self-managers, it is crucial 
that physicians make sure that patients fully understand their treatment and management 
plan. That can be done by a continuing process of facilitating the knowledge, skills and 
capabilities necessary for diabetes self-care (Gathu et al., 2018). This process, in turn, 
incorporates the needs, goals and life experiences of the person with diabetes and is driven 
by evidence-based standards (Jacob & Serrano-Gil, 2010) In the case of diabetes, this process 
is referred to in the IDF Guidelines as diabetes self-management education (DSME) (Funnell 
et al., 2010).  
It has been argued that people with diabetes who discuss and negotiate their treatment plans 
and management strategies with their physicians tend to have better clinical outcomes than 
those who do not (Zolnierek and DiMatteo, 2009). Additionally, effective physician-patient 
communication can improve behaviours such as daily monitoring, which is an essential part 
of the patient role in the management of his or her diabetes (Heisler, et al., 2002) Patient–
physician communication has been demonstrated throughout the literature to significantly 
affect patient decisions about their health practices and the behaviours that are related to 
health outcomes. A good communication with patients with type 2 diabetes often provides 
patients with clear information, emotional support, chances for shared decision making, and 
agreement on the nature of their medical problems as well as the treatment plans (Street et 
al., 2009).  
Medical intervention aims to stabilise blood glucose and blood pressure, significantly 
reducing the risk of complications such as heart disease, renal failure and retinopathy. 
Successful management of type 2 diabetes depends in a large extent on patient behaviour in 
his or her daily lifestyle such as exercising, adjusting food intake, blood glucose level 
monitoring and adherence to either medication (Asif, 2014; García-Pérez et al., 2013). 
Therefore, a key role for the practitioner is to encourage the patient to self-manage their 
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diabetes by means of communication. Enabling patients to manage their chronic illness is a 
key policy objective (Barlow et al., 2002) with effective communication between patient and 
health professional as an essential feature (Holman and Lorig, 2004). 
Despite considerable efforts to prevent the development of type 2 diabetes and the existence 
of various treatment strategies adopted around the world, it does not seem possible to slow 
the unavoidable rise in type 2 diabetes morbidity and mortality levels (Gillett et al., 2010; 
Kraushaar and Krämer, 2009). Although the pathophysiology of the disease is well 
comprehended along with the development of extensive patient-focused campaigns to 
reinforce the value of glycaemic control, these approaches are not necessarily combined into 
an effective management of the diabetes (Gillett et al.,2010). As a consequence, patients with 
type 2 diabetes often struggle to achieve internationally recommended standards for 
modifiable risk factors. Based on these facts, it would seem logical that taking control of 
diabetes through engaging in self-care behaviours is important to prevent or minimise 
otherwise costly and often irreversible diabetes-related complications as well as to improve 
overall quality of life. However, self-care cannot take place in isolation. This places a spotlight 
on the need for ongoing structured education and additional support and motivation from 
healthcare providers for the many people with T2DM. Although new therapeutic 
interventions and technology have helped facilitate control of this condition in many 
individuals, the challenges of diabetes self-management remain overwhelming for many and 
require collaborative efforts from both doctors and patients.  
In addition to the above-mentioned reasons, the rationale for choosing diabetes as an 
exemplar long-term condition to conduct this study is because people with diabetes are 
usually encouraged to develop an understanding of their condition and to engage actively in 
its treatment and management, so they should be well placed to participate in treatment 
decisions (Funnell, 2004). Furthermore, people with diabetes have experience of interacting 
with a variety of health professionals and of considering and revisiting a number of decisions 
related to the treatment and management of their condition, so should be able to reflect on 
situations in which they have been more or less involved. For these reasons, diabetes was 
chosen as an example for the context of this study.  
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1.3 Broad context of the healthcare system in Saudi Arabia 
Before moving forward, it is necessary to explore briefly the healthcare delivery system in 
Saudi Arabia. This section outlines the historical development and current structure of the 
health care system in the Kingdom of Saudi Arabia (KSA), including Ministry of Health 
hospitals, primary healthcare centres and other Governmental health care providers, with 
a particular interest on the particular hospital in which the study was conducted and why it 
was chosen to be a good context for this study (A general description of the hospital under 
study is provided in section 4.4).  
Among the WHO Member States, the Saudi healthcare system has been ranked 26th of 191 
countries worldwide and second among Arab countries according to WHO criteria, which 
was based on performance (WHO, 2000). Saudi Arabia is pursuing the goal of providing a 
universal health care system to cover the entire population. At present, the government 
provides 80 percent of all hospital services and delivers these services through a number of 
government agencies. The Ministry of Health (MOH), is the main provider and financer of 
healthcare services in Saudi Arabia (Almalki et al., 2011), delivering around 60% of services, 
which are free of charge (Albejaidi, 2010). Under the MOH, there are 274 hospitals with 
41,297 beds and 2,282 primary healthcare centres (PHCCs), which are distributed over the 
country (Ministry of Health, 2016). The MOH provides preventive, curative and 
rehabilitative services (Al-Hanawi et al., 2018). Another 18 percent of the services are 
provided by more than ten government agencies, including the National Guard, the Ministry 
of Defense and Aviation, the Ministry of the Interior, university hospitals and several other 
ministries (Alharbi, 2018). These agencies provide primary, secondary and advanced levels 
of health care facilities directly to members of their staff. The remaining 20 percent of the 
services are provided by the private sector (Aldossary et al., 2008; Almalki et al., 2011; 
Walston et al., 2008). All government health services are free of charge for Saudi citizens 
and expatriates working within the public sector.  
Other autonomous agencies provide and finance healthcare services for national citizens, 
such as university hospitals, which are operated by the Ministry of Higher Education; or for 
employees and their families, such as military hospitals, which are operated by the Ministry 
of Defense and Aviation (Mousa and Aldehayyat, 2018). 
34 
 
1.4 Diabetes in Saudi Arabia  
Type 2 Diabetes Mellitus (T2DM) is a major global health burden which currently affects 8.3% 
of the worldwide population and is projected to rise to 8.8% by 2035  (Cho et al., 2018). 
Among WHO regions, global estimates have shown that the Middle East, as a whole, is ranked 
second in the world, for the prevalence of diabetes, with an average prevalence of 9.3% (Al-
Khudairy et al., 2013). Additionally, diabetes prevalence is expected to double over the next 
two decades in the Middle Eastern countries (Ansari et al., 2019). Saudi Arabia, which is 
located in the Middle Eastern region, is currently ranked seventh for the highest prevalence 
of type 2 diabetes worldwide and is expected to rank sixth by 2035 (Robert et al., 2017). In 
Saudi Arabia, the number of adults diagnosed with diabetes has increased by 1.6 million over 
the past 18 years (Alhowaish, 2013). Although the present level of diabetes in Saudi Arabia is 
already concerning, the rising prevalence represents an even greater concern (Al Dawish et 
al., 2016). One of the reasons diabetes represents a public health crisis is because of the 
complications it produces and the subsequent expenditure required to treat and minimise 
these complications, which include cardiovascular diseases, blindness and general disabilities 
caused by amputation, all of which greatly reduce quality of life of individuals (Al Dawish et 
al., 2016; Robert et al., 2017). 
Nevertheless, despite the highly significant impact that diabetes currently has on Saudi Arabia  
and its population, the literature pertaining to its management and the impact of cultural and 
social influences particular to the Saudi context as well as the impact of interpersonal 
relationships between patients and healthcare providers is lacking (Al Johani et al., 2015).  
1.5 Contribution to knowledge 
This exploratory study provides a unique contribution to the existing body of knowledge in 
relation to patient participation in decision-making within the doctor-patient relationship. It 
is of significant value to improve quality of care: aiding understanding and insight into the 
complexities of implementing a person-centred care approach, improving care standards and 
practice, as well as the importance of patient involvement in their own care. 
This study has laid a valuable foundation of knowledge of T2D patients’ and doctors’ 
perceptions of how plans for treating and managing diabetes are negotiated and 
communicated within the doctor-patient relationship. This thesis seeks to make several novel 
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contributions to the development of knowledge and the existing body of research in the field, 
which are considered below.  
In addition to the provision of some directions for future research, this study has made two 
contributions to the literature on incorporating patients’ values and preferences into 
evidence-based practice, since research in this topic in the Middle East in general and in Saudi 
Arabia in particular, is relatively new and the related literature is still limited. 
Firstly, this is the first qualitative study in Saudi exploring evidence-based practice and patient 
self-management of diabetes in the Saudi context, providing insightful findings related to the 
shifting norms and influences within Saudi and the impact that has on the doctor-patient 
relationship. This thesis also sheds the light on the relational aspects of the consultation that 
are key to the patients and their engagement in self-care behaviours. Patients attending this 
clinic were never asked to discuss their opinions and concerns regarding their visits to the 
clinic and their consultations with their physicians in a qualitative manner. The findings of this 
study have demonstrated several issues and established unique contributions that require 
interventions targeting both patients with T2D as well as healthcare providers to improve 
quality of care. This is further discussed in section 6.1 of this thesis which summarizes the key 
unique findings of the study. 
Secondly, this study was the first attempt to bridge the gap between evidence-based practice 
and shared decision-making in the Eastern Province of Saudi Arabia. By capturing the 
perspectives of both patients and clinicians in a particular lens of a healthcare manager, the 
study was able to get an in-depth understanding of the struggles the patients go through 
during their journey of the disease, and the assumptions their clinicians make about their 
patients which were, for the most part, inaccurate. As a result, the thesis makes an original 
contribution to the empirical literature on the patients’ and doctors’ perceptions of how 
treatment and management is negotiated within the context of evidence-based practice. This 
study has developed our understanding of how evidence-based practice can be expanded to 
incorporate a more patient-centred approach to healthcare delivery.   
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Chapter 2: Literature Review 
2.1 Introduction 
This chapter provides a review of the theoretical literature that guided this research study. 
This review is theoretically driven and carried out to systematically explore and understand 
the concepts and their interrelationship. More empirical literature is examined in the findings 
and discussion chapters of this thesis. Significant concepts in relation to the research 
questions are identified and discussed in this theoretical examination, including evidence-
based practice (EBP), person-centred care, the doctor–patient relationship, and shared 
decision-making. This is followed by a discussion of gaps in the literature within the study 
context. This report then presents the research questions developed for this study. Several 
theoretical perspectives were considered and critically reviewed. Based upon the review of 
different theories, the Chronic Care Model and the Shared Decision-making Model are chosen 
as the organising frameworks in the act of contributing to knowledge. The search strategy 
used in this thesis to identify relevant literature in each of the areas identified is described in 
Appendix K. The inverted pyramid in Figure 2 signifies the increased focus in the literature 
review beginning from the broad concept of evidence-based practice, ending with the 
identification of research needs and knowledge gaps within the literature. 
 
 
 
 
 
 
 
 
Figure 2. Conceptual ‘Inverted Pyramid’ to narrow the focus of literature review 
Evidence-based practice
Person-centred care
Doctor-patient communication
Self-management of type 2 
diabetes
Incorporating patient values and 
preferences into decision-making
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2.2 Evidence-based practice 
Evidence-based practice is an approach to problem-solving in clinical decision-making that 
incorporates best evidence from scientific studies, clinical expertise and assessment, and 
patient values and preferences within the context of caring (Melnyk et al., 2012). The Institute 
of Medicine (IOM) has defined EBP as the integration of ‘best research evidence with clinical 
expertise and patient values for optimum care’ (Institute of Medicine, 2003, p. 46). Research 
evidence refers to clinically relevant research, often from the basic sciences of medicine 
(Rycroft-Malone et al., 2004), while clinical expertise refers to the ability of health 
professionals to use their clinical skills and past experiences to rapidly identify a patient’s 
unique health state and diagnosis, the patient-related benefits and risks of potential 
procedures, and the patient’s values and expectations. In addition, patient values refer to the 
‘unique preferences, concerns, and expectations each patient brings to the clinical encounter 
and which must be integrated together with best research evidence and clinical experience 
into clinical decisions if they are to serve the patient’ (Sackett et al., 2000, p. 1). In the 
aforementioned quote, Sackett’s definition emphasizes the idea that values in health care 
cover a much wider area than what is commonly assumed or known as ethics or morals. 
According to Sackett’s definition, values in health care include aspects such as preferences, 
desires, concerns, and expectations of the patient prior to meeting his/her doctor. It is 
evident that values, both positive (‘preferences’) and negative (‘concerns’), are linked with 
evidence and clinical experience in decision-making (Marzorati and Pravettoni, 2017). 
In 2003, an IOM report mandated that ‘all health professionals should be educated to deliver 
patient-centred care as members of the interdisciplinary team, emphasizing [EBP], quality 
improvement approaches, and informatics’ (Institute of Medicine, 2003. P.3). This directive 
came as a consequence of a survey report that remarked on the poor state of our nation’s 
health care, and EBP was viewed as key to quality improvement in health care. 
The concept of EBP was introduced by David Sackett and colleagues in the 1990s. It involves 
a systematic approach of synthesizing and evaluating available evidence (Sackett et al., 1996). 
The goal of EBP is to provide consistent, high-quality care where health care decisions are 
made based on a critique of the best evidence, rather than relying on traditional treatments 
(Upton et al., 2014). The evidence, by itself, does not make the decision, but it can help 
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support the patient care process. The full integration of these three components into clinical 
decisions enhances the opportunity for optimal clinical outcomes and improvements in 
patient quality of life. The practice of EBP is usually triggered by patient encounters, which 
generate questions about the effects of therapy, the utility of diagnostic tests, the prognosis 
of diseases, and/or the analysis of disorders (Burns et al., 2014). 
Contemporary understandings of EBP suggest the need for all health care professionals to 
practice health care in ways that are supported by the most up-to-date evidence available 
(Pearson et al., 2005). This statement agrees with the definition of Sackett and colleagues that 
suggests EBP ‘integrat[es] individual clinical expertise with the best-available external clinical 
evidence from systematic research’ (Sackett et al., 2000, p. 197). Importantly, all three 
components (i.e., evidence from research, clinical expertise, and patient values and 
preferences) of this definition are equally necessary (Brady & Lewin, 2007).  
The use of EBP has been proposed as a way to achieve optimal patient care for more than 
three decades, and subsequently, healthcare professionals are expected to possess the 
competency in the implementation of EBP to meet the demands of the healthcare system 
(Cruz et al., 2016; Saunders and Vehviläinen-Julkunen, 2016). Incorporating EBP activities into 
day-to-day practice as well as nurturing a culture which practically supports the actualisation 
of EBP in routine clinical care has the potential to promote the consistent participation and 
implementation of EBP (Lehane et al., 2019). The integration of EBP into health care delivery 
is essential for improving the quality and consistency of care and patient outcomes, which is 
a priority for health care organisations worldwide (Harvey and Kitson, 2015; Melnyk et al., 
2014). Available studies strongly propose that systematic implementation of EBP is crucial to 
improving the effectiveness and cost-efficiency of care (Hartzband and Groopman, 2009; 
Saunders and Vehviläinen-Julkunen, 2016; Titler, 2014). 
On a related note, effective communication between health care professionals and their 
patients is fundamental in the delivery of high-quality healthcare (Ha and Longnecker, 2010; 
Melnyk et al., 2014). Evidence suggests that the existence of agreements between patients 
and physicians regarding the treatment and management plan is associated with improved 
patient engagement in their health and better outcomes (Heisler Michele, 2008; O’Leary et 
al., 2010). Various studies have suggested that the ultimate goal of health care delivery is a 
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performance of EBP that promotes quality, safe, and cost-effective outcomes for patients, 
families, health care professionals, and the health care system as a whole (Burns et al., 2014; 
Grol et al., 2013; Melnyk and Fineout-Overholt, 2011).  
Increased demands for patient safety, quality, and cost-effective care have required a change 
be made in health care and the transformation of best evidence into practice be explored 
(Salmond and Echevarria, 2017). EBP is a major health care initiative worldwide, 
recommended by both the IOM and the Joint Commission (Aarons et al., 2011). Research 
claims that it is crucial to educate health care professionals to acquire EBP knowledge and 
competency in order to deliver safe, high-quality, patient-centred care, as recommended in 
the Quality Chasm report (IOM, 2001). To this end, an acceleration of EBP is essential, in an 
era of health care reform, to improve the quality of health care and patient and system 
outcomes as well as to lower health care costs (Sredl et al., 2011). 
It has been continuously argued in the literature that EBP seeks to optimize patient outcomes 
using interventions that have a high chance of success  (Kristensen et al., 2016). In addition to 
this, EBP is suggested to be a way to bridge the gap between training and practice that allows 
health care professionals to deal with the demands of a changing society (Gannon-Leary et 
al., 2006). Studies have indicated that EBP usage has resulted in better patient outcomes, 
higher patient satisfaction, and more effective quality of care (Stevens, 2013). 
2.2.1 Critique of evidence-based practice 
EBP approaches are under discussion by both EBP advocates and adversaries as means to 
widely support the production and use of clinical research throughout the health care system. 
The arguments against EBP are now well-developed and widely debated (Williams and 
Garner, 2002). There is a strand of scholars who argue against the universalisation of 
evidence-based practice (Cartwright, 2011; Greenhalgh et al., 2014; Solomon, 2011). These 
scholars posit that exclusive focus on EBP may lead to overly “rule-based” practice, where 
context and individual patients’ needs are not adequately considered (Greenhalgh et al., 
2014; McMichael et al., 2005). The approach is further criticized for giving little importance 
to local realities and the various ways in which people handle their health struggles. In other 
words, when context is ignored, evidence-based practice may sometimes fail to yield its 
intended benefits (Mykhalovskiy and Weir, 2004). Critics have argued a need for a paradigm 
40 
 
shift to prevent over-simplistic and overtly rational approaches to generating and applying 
evidence to inform clinical practice and patient care. Furthermore, clinical decision-making 
researchers have called for more in-depth study of clinical sense making, which explores the 
interplay of emotions, intuition and heuristic reasoning, as well as giving consideration to the 
individual needs and wishes of patients (Greenhalgh et al., 2014; Thompson et al., 2013). One 
of the most common criticisms of the EBP approach has been argued by Trisha Greenhalgh, 
an advocate of enhanced patient involvement in health care (Greenhalgh et al., 2011). In a 
recent paper, Greenhalgh et al. (2015) promotes a call for increased engagement of patients, 
their values, and their preferences in various health care–related domains. These include the 
clinical research enterprise (a range of contributions individuals can make to improve 
research efforts on the value, science base, and patient experience of health care delivered—
from information for basic research to efforts to drive improvements to best practices) (Olsen 
et al., 2011). Engagement also comprises access to health care services, and engaging in 
several aspects of individual patients’ care related to prevention, diagnosis, and treatment, 
including managing the patient’s health and selecting health care coverage and providers 
(Carman et al., 2013). This, in turn, result in emphasizing the experience of health and illness, 
addressing power imbalances within health care relationships, and mitigating overemphasis 
on decision support tools and provider-administered health interventions (Wyer and da Silva, 
2015).  
Elsewhere, Neal Maskrey recounted a pertinent example shared by his mother about EBP and 
interjected a word of caution about performing thoughtless applications based on what 
works for the population at large without considering the values of an individual patient 
(Maskrey, 2015). Maskrey’s mother was 84 years old with newly diagnosed atrial fibrillation 
(AF) after a recent myocardial infarction and an unexplained recent episode of iron-deficiency 
anaemia, and was too ill following her myocardial infarction to undergo investigation. Her 
complications included a recent stroke with a full recovery in three days, osteoporosis, 
impaired renal function, and long-standing heart failure. He posed this question, ‘how does 
evidence in form of rules, clinical guidelines, [and] technology assessment help us in such 
situations?’. Doctors would consider treatment for most of these conditions individually; 
however, in randomized controlled trials, there were few people aged 84 years old or older 
included, especially with these comorbidities combined (Maskrey, 2015). When making 
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medical decisions, whether considering rules or evidence, clinicians are indebted to and need 
to rely on two things, as follows: (1) the expertise of the clinician who has previously seen 
patients with some of these conditions in combination and so has relevant experience and 
expertise and, even more importantly, (2) the values and preferences of the patient (Majid 
et al., 2011).  
In this specific case, Maskrey’s mother was not at all interested in AF management or stroke 
prevention options, which were thought to be clinical necessities. She refused the choice of 
AF decision aids. Her preference was she wanted her medicines reviewed so that she did not 
have to take any medicines other than those that will keep her symptoms down, as she felt 
lousy most days and needed kindness and help with daily living. She recovered considerably 
well and lived almost independently with no further acute serious illness, was loved and cared 
for by her family, and took nothing for stroke prevention purposes for four years. Ultimately, 
she died peacefully at two months after her 89th birthday (Maskrey, 2015). This is a great 
example of the genius of EBP when it includes the balance of clinical expertise together with 
the needs and wishes of the patient and the explicit use of evidence. These aspects are all 
incorporated with an overall focus on the best care for an individual, no matter what ‘the 
rules’ say. 
This point brings us back to the original foundation of EBP as was envisioned by Sackett and 
colleagues when they defined EBP as outlined in the beginning of this report. Although it has 
been subject to a lot of controversy, this definition importantly focused on two aspects that 
could add a new dimension to the debate of real and rubbish EBP, as follows: (1) EBP is the 
conscientious, explicit, and judicious use of current best evidence in making decisions about 
the care of individual patients and (2) EBP includes integrating individual clinical expertise 
with the best-available external medical evidence from systematic research. Individual 
clinical expertise refers to the skills and judgements that clinicians acquire through clinical 
experience and clinical practice. Improved expertise is represented in many ways, but 
particularly in the appearance of more effective and efficient diagnoses and in more 
thoughtful recognition and compassionate use of individual patient’s values, rights, and 
preferences in making decisions related to their treatment and the management of their care 
(Sackett et al., 1996).      
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A similar criticism of EBP relates to medical humanism, which interprets EBP as erasing and 
ignoring the patient. Going back in history, Wilson demonstrated how biomedicine is infused 
with an ideology wherein ‘disease’ is regarded as comparable to other natural phenomena 
(Wilson, 2000). He described the logical significance of a 300-year history of a positivist 
domination of medicine, with the supremacy of objectivist research such as randomised 
controlled trials or biochemical research. Based on a review of objectivism and subjectivism, 
Wilson suggested a medical constructivist paradigm, where ‘objective’ clinical findings and 
interventions can be incorporated with the recent evidence for the doctor–patient 
relationship as a main contributor to patient health outcomes (Malterud, 2006). 
In a similar vein, Bensing highlighted patient-centred care as the supposed opposite of EBP 
(Bensing, 2000). Bensing advocates for the integration of both paradigms by making EBP more 
patient-centred via incorporating patient preferences in decision-making and by making 
patient-centred care more evidence-based through developing more focused study designs 
in communication and performing a greater amount of synthesizing meta-analyses. 
Nevertheless, the proposals of Wilson and Bensing for integration are too simplistic to solve 
the problems they classify, as knowledge is socially constructed and embedded within a larger 
social and cultural context. Mykhalovsky and Weir suggested that EBP critics need to be 
redirected beyond the localized setting of individual doctor–patient communication, in order 
to comprehend the significance of the social foundations upon the conceptualisation and 
ranking of medical evidence (Mykhalovsky and Weir, 2004). 
Other group of critiques are concerned with the ‘voice’ of the patient—that is, with patient 
autonomy and levels of satisfaction in the care delivered to patients. A prominent argument 
in this idea is the supposed risk that EBP, in depending merely on a strict hierarchy of 
acceptable forms of evidence, places a greater priority on evidence of clinical effectiveness 
and dismisses subjective perceptions, including those of the recipients of care (Cranston, 
2002).  
To illustrate, it has been argued that the EBP approach tends to represent the person with 
illness as being a fixed entity with more or less stable features; it usually depicts the patient 
as feeling the same about their condition tomorrow as they do today, which is not always the 
case. Symptoms of chronic illness can vary significantly from one day to another, as can the 
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importance that the person places on the illness and the way that he or she copes with it 
(Greenhalgh et al., 2015). 
Illness, including its diagnosis and treatment, is not just a biological process but also a social 
psychological one as well (Wade and Halligan, 2004). EBP needs to account for this duality 
and expand to integrate sociocultural influences, specifically patient values and preferences 
(Siminoff, 2013). Clinicians should consider how to incorporate patients’ values and needs in 
treatment and management plans. For example, clinicians should ask patients what they hope 
to accomplish with treatment and what preferences they may have (Benbassat and Baumal, 
2004). Also, they should engage the patient in a discussion of the benefits and harms of 
different treatment options and have them consider their own values and needs as 
appropriate in the context of the various treatments as well as take part in shared decision-
making (Siminoff, 2013). Studies suggest that communicating with patients in ways that elicit 
more than just a description of physical symptoms has the potential to place greater emphasis 
on the values, beliefs, and explanations that each individual patient brings to the clinical 
encounter (Ha and Longnecker, 2010; Levit et al., 2013; Newell and Jordan, 2015). This is 
shown in an approach known as ‘person-centred care’, which is discussed in the next section 
of this review. When integrating this person-centred approach with EBP, health care providers 
could merge these two important paradigms by exploring their differences and establishing a 
common ground.  
2.3 The emergence of person-centred health care    
The last decade in particular has brought with it, in response to the above-mentioned 
dilemmas of EBM, an increasing recognition that chronically ill patients need far more 
comprehensive forms of care than the disease-centric approaches that continue to be 
favoured by EBM (Rees and Williams, 2009). This thus mandates a need to move away from 
the currently impersonal, fragmented, and decontextualized approaches to treatment and 
management and toward newer models of care that are personalised, integrated, and 
contextualised (Miles, 2018). In this way, health professionals will be able to embrace the 
totality of the human person and therefore understand the subjective experiences of illness 
and respond to them effectively (Djulbegovic and Guyatt, 2017). 
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McCormarck (2003) defined person-centred care as an approach to practice that is 
established through the development and adoption of a therapeutic narrative between 
health care providers and patients that is built on mutual trust, understanding, and a sharing 
of collective knowledge. Separately, the IOM (2001) defined person-centred care as ‘care that 
is respectful and responsive to individual patient preferences, needs, and values and [which] 
ensures that patient values guide all clinical decisions’ (p. 49). Suhonen et al. (2002) defined 
person-centred care as being a comprehensive approach to health care delivery that meets 
each patient’s physical, psychological, and social needs. Morgan and Yoder (2012) have 
claimed that these definitions do not represent the concept of person-centred care in its 
entirety. Therefore, Morgan and Yoder combined these definitions to provide a more 
complete definition of the concept. Specifically, they defined person-centred care as a holistic 
approach to the delivery of care that is respectful and individualized, allowing for the 
negotiation of care and offering the ability to make choices through a therapeutic relationship 
where patients are entitled to be involved in decisions regarding their health at whatever 
level is preferred by the individual receiving the care (Morgan & Yoder, 2012). Person-centred 
care is a relatively new yet emerging phenomenon nowadays. It covers a variety of views, 
theories, and conceptual models (McCormack et al., 2015). However, despite the growing 
interest in person-centred care, there remains a lack of clarity among health care 
professionals about what person-centred care is and how it is adopted (Morgan & Yoder, 
2012). It has been shown that person-centred care is underpinned by values of respect for 
individuals, a person’s right to self-determination, and mutual respect and understanding 
(McCormack et al., 2010). It also involves respecting them as unique individuals from a holistic 
perspective and entering their worlds by recognising their concerns, experiences, needs, and 
preferences (Mead & Bower, 2000; McCormack, 2003). Despite the differences between the 
definitions and features of person-centred care and related terms, they are all to some extent 
related to a broad underpinning ethical idea that patients should be ‘treated as persons’. It is 
obvious that what this means and what it takes to adhere to this concept are complicated 
issues, but the idea itself is a promising beginning point for an attempt to rejuvenate efforts 
to improve patients’ experiences in health care delivery (Entwistle and Watt, 2013). 
The term ‘person-centred care’ is used to refer to many different principles and activities, and 
there is no single agreed-upon definition of the concept. This is partly because person-centred 
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care is still an emerging and evolving area and also because, if care is to be person-centred, 
then what it looks like will depend on the needs, circumstances, and preferences of the 
individual receiving care. What is important to one person in their health care may be 
unnecessary or even undesirable to another. Such may also change over time as the 
individual’s needs change (The Health Foundation, 2016). 
 
Person-centred care is viewed to be in contrast with reductionism. It posits that patients are 
persons and should not be reduced to their illness alone, but rather that their subjectivity and 
integration within any environment as well as their strengths, future plans, and rights should 
also be taken into consideration (Leplege et al., 2007). Person-centred care indicates a shift 
away from a model in which the patient is the passive target of care to one in which a more 
collaborative arrangement is made, incorporating the patient as an active part in his or her 
care as well as the decision-making process (Leplege et al., 2007). In other words, in person-
centred care, the person behind the disease is primarily focused on in contrast with the use 
of the more classical analytical focus on the disease or impairment as such (Mead & Bower, 
2000; Leplege et al., 2007). Essential elements of person-centredness include having a 
relationship of a therapeutic nature and the sharing of power and information between 
patients and health care professionals (Morgan & Yoder, 2012). Additionally, studies have 
suggested that effective patient–clinician communication as well as shared decision-making 
are considered key components of person-centred care (Levit et al., 2013). This requires the 
interaction between informed, activated, and participatory patients and a person-centred 
care team that has effective communication skills and is supported by an accessible, well-
organised, and responsive health care system (Epstein and Street Jr, 2007; Levit et al., 2013). 
 
There is no clear consensus regarding the principles of person-centredness in the literature. 
In a review of the literature on person-centredness by Mead and Bower, five distinct 
dimensions of the concept were highlighted (Mead and Bower, 2002, 2000). These 
dimensions may be considered as the defining attributes of person-centred care and are 
outlined as follows: (1) the health provider places attention on biological, psychological, and 
social aspects of a patient’s care; (2) the health care provider understands the patient as a 
person whereby illness has a personal unique meaning for each individual; (3) there is a 
sharing of power and responsibility between the caregiver and the patient in a way in which 
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the health care provider strives to acknowledge and is able to respond to a patient’s need for 
information and participation in decision-making; (4) there is a therapeutic connection 
between the health care provider and patient, in which common goals of treatment and 
management of care are developed and  the relationship between the two is strengthened; 
and (5) there is an awareness that the health care provider is also a person and that the 
personal qualities and subjectivity of the provider may influence their care delivery (Mead & 
Bower, 2002). 
 
On a similar note, Stewart et al., identified six interactive components of person-centredness 
in their work on the benefits of person-centredness in family practice (Stewart et al., 2000). 
The first five components promote the physician to: (1) explore the patient’s disease and 
dimensions of their illness experience; (2) understand the person as a whole; (3) find common 
ground with the patient regarding treatment and the management of care; (4) advocate for 
disease prevention and health promotion; and (5) improve the doctor–patient relationship. 
The final element requires that person-centredness be realistic in regards to personal 
limitations, time, and resources (Holmström and Röing, 2010; Mead and Bower, 2000; 
Stewart et al., 2000). 
 
In a related effort, Olson and Windish (2010) reported that it is important for patients 
themselves to be aware of their diagnoses and treatments. They argue that gaps in 
understanding and communication could result in a decreased quality of care. In their study, 
89 patients and 43 physicians were surveyed. While most physicians (77%) thought patients 
understood their diagnosis, only 57% of patients could correctly state their diagnosis, with 
43% not knowing or incorrectly reporting their reason for admission. A total of 58% of patients 
thought that physicians always explained things in a comprehensible way, while 21% of 
physicians reported that they always provided some kind of explanation. Additionally, nearly 
all physicians (98%) stated their patients’ fears and anxieties are at least sometimes discussed, 
in comparison with 54% of patients who reported that their physicians never talked with them 
about such (Olson and Windish, 2010). 
 
The previous results show that significant differences exist between patients’ and physicians’ 
impressions about patient knowledge and care delivered in the hospital. Patients’ and 
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physicians’ perceptions varied greatly with regard to patients’ knowledge and understanding 
of their diagnosis (Olson and Windish, 2010). These results are similar to those of the study 
by Makaryus and Friedman (2005), which stated that only 41.9% of patients could identify 
their diagnosis at discharge. It can be argued that differences in patient and physician 
perceptions about care are crucial in addressing problems with health care provisions. 
Furthermore, a lack of understanding of the communication gap between groups decreases 
the likelihood of delivering safe, effective, equitable, and patient-centred care (Olson & 
Windish, 2010). As a consequence, physicians may have to explain diagnoses, medications, 
treatment plans, and instructions at discharge both verbally and by providing visual and 
written information (Flacker et al., 2007).   
Evidence shows that person-centred care is a key component in health care quality, and the 
concept is increasingly being advocated and integrated into the training of health care 
providers (Lauver et al., 2002). It is necessary to note that the practice of person-centred care 
is highly dependent on the setting in which care is delivered (Morgan & Yoder, 2012). 
Communication between the physician and patient is essential in the delivery of health care. 
Efforts to increase person-centred care have often focused on changing physicians’ and/or 
patients’ attitudes and behaviours. Many interventions seek to teach physicians more 
effective ways of communicating with patients or vice versa. This in turn reduces the problem 
of achieving patient-centred care to a problem of doctor–patient communication (Wagner et 
al., 2005). Evidence suggests that the quality and warmth of communication between the 
physician and patient are associated with patient satisfaction, compliance, and 
understanding of the diagnosis and treatment plan as well as the desire for a quick recovery 
(Makaryus and Friedman, 2005). For example, in the case of diabetes, doctor–patient 
communication is considered an essential part of care. This is because patients have a 
responsibility for the day-to-day management of their diabetes and, hence, it is critical that 
they have a good relationship with their doctor in order for them to understand the disease 
and how to self-manage it effectively (Coulter, 2012). 
Prior research has suggested that physicians practicing a person-centred care approach 
consider the biopsychosocial aspects of an illness and treatment decisions are made with 
consideration of the patient’s values and preferences (Siminoff, 2013). It is necessary to state 
that the IOM has mandated that health care should always be safe, effective, person-centred, 
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timely, efficient, and equitable (IOM, 2002). A person-centred approach to health care 
involves the patient as an active participant in their own care. Their perspective and individual 
needs are important to achieving desired patient outcomes (Mead & Bower, 2000). The 
majority of physicians are committed to providing evidence-based care that is patient-centred 
and responsive to the clinical circumstances, values, and preferences of individual patients. 
However, there is increasing pressure from payers and those who attempt to define and 
assess quality in clinical encounters for physicians to uniformly apply clinical guidelines to 
patients and reduce the variance in medical care. Thus, the approaches of EBP and patient-
centred care are not always compatible and therefore may provoke conflict between 
physicians and patients (Butler, 2012).  
 
Many patients are willing to play a more active role in their health care, and growing evidence 
suggests that approaches to patient-centred care such as shared decision-making and self-
management support can improve a range of factors such as patient experience, quality of 
care, and health outcomes (King and Hoppe, 2013). To illustrate, studies have shown that 
supporting patients with chronic conditions in managing their health can improve clinical 
outcomes (de Silva, 2011). In other words, when the patient plays a more collaborative role 
in the treatment and management of their disease, they are less likely to use emergency 
hospital services (The Health Foundation, 2014). Also, they are more likely to stick to their 
treatment plans and take their medications correctly (NICE, 2009). Moreover, efforts to 
promote shared decision-making, support an individual’s self-management of their chronic 
condition, and involve patients in the pursuit of patient safety have usefully emphasized the 
significance of respecting a patient’s autonomy. They have stressed that many patients can 
and want to participate and do more for themselves in relation to the management of their 
care than traditional health services have generally encouraged (Entwistle & Watt, 2013).  
There has been growing realization of the necessity of person-centredness in practice and 
efforts for health care quality improvement as well as increasing evidence of its significant 
value (DiGioia et al., 2018). Although the body of literature pertaining to what patients want 
from their health care has increased, little research has attempted to date to investigate how 
effective communication with the patient can enable clinicians to offer more person-centred 
care (Wen, & Tucker, 2015). 
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In a similar direction, person-centred care is a patient-focused, individualized care delivery 
process that supports the building of trust within a provider–patient relationship, fosters the 
patient’s participation in care design, and reinforces patients’ expectations and perceptions 
of quality and equity (Wolf et al., 2008). Mead and Bower (2000) suggested that the concept 
of patient-centredness is a proxy for the quality of interpersonal aspects of care and that 
these aspects of care are key determinants of patient satisfaction. This statement portends 
that a patient evaluation of patient-centred care may allow for providers to measure patients’ 
satisfaction with care delivery across multiple disciplines and services (McCormack et al., 
2015).  
Previous research on person-centred care states that health care as a whole (not only medical 
care, per se) should be grounded in a patient’s subjective experience of illness. Understanding 
patient experiences in addition to the clinical indicators of a disease process is essential to 
comprehending the illness experience. Health care providers must collaborate with patients 
and their families and share the responsibility for defining expectations and goals, making 
decisions, and managing therapy (Barry & Edgman-Levitan, 2012).  
In the work of Gerteis and colleagues (1993), the concept of patient-centred care within the 
context of health care delivery within medical institutions was explored. The study sought to 
identify how patient interactions with health care providers, institutions, and systems affect 
their subjective experiences of illness; how systems of care work or fail to work in meeting 
patient needs; and how providers and managers could integrate patient values and 
perceptions in health care delivery to improve patient satisfaction and care quality (Gerteis 
et al., 1993) (Gerteis et al., 1993). A patient-centred care framework was introduced and 
seven domains of patient-centred care were identified, which are as follows: respect for 
values, preferences, and expressed needs; the coordination and integration of care delivery; 
effective delivery of information through communication and education; promotion of 
physical comfort and emotional support and the alleviation of fear and anxiety; involvement 
of family and friends in the care process; and transition and continuity of care through various 
levels (Gerteis et al., 1993).  
The next section explores person-centredness in medical consultation. It is important to 
highlight that, according to the literature,  patient-centred consultations are more likely to 
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have better treatment outcomes and be more cost effective because engaging people 
increases the chances of their being actively involved in working towards their care or 
treatment goals (Barello and Graffigna, 2015a). Therefore, this review explores person-
centredness in medical consultations separately, due to is importance in moving towards a 
more person-centred approach to healthcare. 
2.3.1 Person-centredness in medical consultations 
Person-centred care is considered as a vital element to improving health care quality in 
clinical practice and patient outcomes (Bate and Robert, 2007; Institute of Medicine, 2001; 
Ocloo and Fulop, 2012; Vincent and Davis, 2012). Furthermore, it is argued that person-
centred care illustrates an important philosophical counterpart challenging paternalism and 
disease-oriented models of care as they relate to the person as a ‘whole’, their experiences, 
and their general health status (Wiig et al., 2013). It is apparent from the literature that 
person-centredness in health care is part of a wider movement towards a more bottom-up 
approach to health care planning and delivery (Bate & Robert, 2007). Person-centred care 
and shared decision-making as well as both conceptualizations of this movement all seek to 
incorporate patients’ values, experiences, and perspectives in the treatment and 
management of their care in an effort to improve health outcomes (Wiig et al., 2013). 
Although these conceptualizations are supported in the literature, their contribution in 
empirical research is noted to varying degrees (Légaré et al., 2014; Lewin et al., 2001). 
In addition to representing a means towards better health care quality in general, some 
scholars have claimed that person-centred care is needed in its own right (Lewin et al., 2001; 
Berwick, 2009). The term ‘person-centred’ has been used in research to describe an approach 
in which the clinician views the consultation through the eyes of the patient, attending to 
their experiences with and perceptions of their illness and emphasizing with their feelings 
and fears (Lewin et al., 2001). Moreover, it refers to providers giving opportunities for and 
responding to patients’ needs and willingness to participate in decision-making related to 
treatment and the management of their health (Tritter, 2009). Although person-centredness 
is advocated for and promoted in the training of health care providers, there continues to be 
a relatively poor understanding of how to integrate its core components into the routine 
practice (Lewin et al., 2001). Studies have postulated that the most investigated initiatives to 
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promote person-centred care have focused on enhancing the doctor–patient communication 
in clinical consultations (Wiig et al., 2013).  A review conducted by Lewin and colleagues 
(2001) concluded that training providers in the area of person-centredness may improve their 
communication with patients, allow for a better understanding of patients’ concerns and 
improving overall satisfaction with care. Person-centred care includes fostering good 
communication between patients and their clinicians; developing and disseminating 
evidence-based information to inform patients and caregivers about treatment and 
management options; and practicing shared decision making (Boström et al., 2014). One of 
the most important aspects of person-centred care is the facilitation of shared decision-
making (Siminoff, 2013). 
2.4 Shared decision-making 
Shared decision-making is a process that aims to have the health care professional and the 
patient jointly arrive at a health care choice that is based on the best-available research 
evidence, clinical expertise, and the values of the informed patient. This is the root of person-
centred care (Charles et al., 1997; Légaré et al., 2014; Weston, 2001). The rationale for shared 
decision-making is based on research evidence suggesting that patients want to participate 
more in their own health care decisions (Barratt, 2008; Coulter, 2011; Coulter, 2012) and on 
the ethical principle of patient autonomy (Parker, 2001). The rationale for EBP is based on 
the claim that an intervention needs to be justified according to research evidence of the 
effectiveness of the intervention (Parker, 2001), because this leads to a better standard of 
care (Armstrong, 2017; Fix et al., 2018). While EBP is sometimes described in the literature as 
being inimical to person-centred care (Armstrong, 2002), shared decision-making, on the 
other hand, has been recognised by some scholars (Barratt, 2008; Vandvik et al., 2013) as 
having the potential to reinforce the decision-making process by involving patients in 
treatment decisions about their own health. However, exactly how this can be applied in 
practice remains unclear (Barratt, 2008; Friesen-Storms et al., 2015).  
Patients’ participation in decision-making in their health care and treatment is not a new idea, 
but, recently, it has been a political requirement in many countries and health care systems 
worldwide (Thompson, 2007). Research suggests that shared decision-making has been 
associated with improved patient outcomes and better self-management (Vahdat et al., 
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2014). For some decisions, there is one obvious superior path, and patient choice plays little 
or no role: for example, a fractured hip must be repaired, acute appendicitis requires surgery, 
and bacterial meningitis necessitates antibiotics (Barry & Edgman-Levitan, 2012). However, 
for the most part, medical decisions mainly offer more than one reasonable path, and the 
various paths include different combinations of possible therapeutic effects and side effects 
(Vahdat et al., 2014). To illustrate, decisions about therapy for early stages of breast cancer 
or prostate cancer and lipid-lowering medications for the primary prevention of coronary 
heart disease are good examples in which patient involvement in the decision-making adds 
substantial value (Collins et al., 2014). 
In shared-decision making, both the physician and patient share information with one 
another. The physician offers treatment options and explains their risks and benefits, while 
the patient expresses his or her preferences and values (Vahdat et al., 2014). In this way, each 
participant builds a better understanding of the relevant factors and shares responsibility in 
the decision-making process (Levit et al., 2013). When more than one applicable treatment 
exists, physicians can enable shared decision-making by encouraging patients to express what 
matters to them and by providing decision aids that promotes patient’s awareness and 
knowledge of treatment options and possible outcomes (Moulton et al., 2013). Decision aids, 
whether delivered online, on paper, or on video, for example, can efficiently support patients 
to absorb relevant clinical evidence and help them establish and communicate informed 
preferences (Barry & Edgman-Levitan, 2012).  
By means of shared decision-making, physicians can help patients understand the significance 
of their values and preferences in making decisions related to the treatment and 
management of their health. Studies have shown that, when the patients know they have 
more than one option for the best treatment, they will most likely want to cooperate with 
their physician in making the decision (Stiggelbout et al., 2012).  
Shared decision-making, also called ‘informed decision-making’ or ‘evidence-informed 
patient choice’, is considered the cornerstone of person-centred care. Information about the 
alternatives and risks is shared between clinicians and patients, who then jointly decide on 
the optimal course of action or intervention (McCaffery et al., 2010). While the concept of 
shared decision-making is deemed important, the actual adoption and implementation of it 
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in clinical practice remain still limited (Elwyn et al., 2016). Most recent efforts have 
concentrated on understanding the challenges and issues in the model and on finding 
solutions to overcome barriers for adoption (Tan et al., 2018).  
Shared decision-making has been defined as including five stages where an individual (1) 
understands the nature of the disease or condition; (2) evaluates the services, alternatives, 
risks, benefits, and uncertainties involved, (3) considers his/her preferences; (4) participates 
in the decision-making process at a personally desirable level; and (5) makes a decision 
consistent with his or her preferences and values (The Health Foundation, 2016).    
2.5 Linking person-centred care to evidence-based practice 
The development of the literature regarding patient-centred care has paralleled the growth 
of concepts related to EBP. There is now growing interest in including patient values and 
experiences as important aspects of evidence (Petrova et al., 2006). Research related to EBP 
emphasise the use of research evidence in clinical practice  (Melnyk and Fineout-Overholt, 
2011; Squires et al., 2014), which is usually translated into clinical practice guidelines (May et 
al., 2014) and which focuses less on the individual patient’s values in the decision-making 
process (Melnyk and Fineout-Overholt, 2011; Satterfield et al., 2009). Counselling and 
educating patients about health care decisions fall within health practitioners’ scope of 
practice, putting them in a position to influence the patient’s choices  (Wirtz et al., 2006). To 
help patients make a choice, health care practitioners have to not only use research evidence 
but also interpret the existing evidence or recommendations to meet the needs of their 
individual patients in the decision-making process (Melnyk & Fineout-Overholt, 2006; 
Satterfield et al., 2009). This skill requires the ability to integrate the research evidence or the 
clinical practice recommendations with clinical expertise while also incorporating the 
individual patient’s values into the process (Melnyk and Fineout-Overholt, 2006; Satterfield 
et al., 2009). 
Within the ongoing debate on the theoretical foundations and practical applications of EBP, 
it has been argued that no research has been able to convincingly show the superiority of the 
EBP approach paradigm. Neither has it been demonstrated that EBP is ‘unquestionably the 
right approach to follow in medicine, wherever and whenever possible’ or that it is the ‘only 
way to view medicine in the near future’ (Miles, 2018).   
54 
 
Research has suggested that developed health care systems are shifting from using 
paternalistic to collaborative models of care (Foster et al., 2007). Policymakers, clinicians, and 
consumers are seeking ways to promote increased involvement of patients in their own 
management.  
The sequence in which evidence is applied in the care process, however, is critical for 
developing a model of care that is both evidence-based and patient-centred. This notion 
derives from a paradigm for knowledge delivery and patient care developed over decades by 
Dr Lawrence Weed (Weaver, 2015). Weed’s vision enables us to view evidence-based and 
person-centred medicine as wholly complementary, using computer tools to more fully and 
reliably exploit the vast body of collective knowledge available to define patients’ uniqueness 
and identify the available and best options to guide patients. The transparency of the 
approach to knowledge delivery facilitates meaningful practitioner–patient dialogue in 
determining the appropriate course of action. Such a model for knowledge delivery and care 
is essential for integrating evidence-based and patient-centred approaches (Weaver, 2015). 
Health professionals play a pivotal role in providing patients with up-to-date evidence and 
health information. Evidence-based practice and patient-centred care are two important 
concepts that are transforming the delivery of health care in the United Kingdom and 
worldwide. Health care professionals are increasingly balancing the need to provide 
evidence-based information with that of facilitating patient choice (Siminoff, 2013). However, 
communicating best evidence along with respecting individual patient preferences can pose 
a challenge to health care professionals, particularly when evidence is contested or the 
weight of evidence is unclear (van Bekkum and Hilton, 2013). EBP and patient-centred care 
come from very different paradigms; the former is from a positivistic philosophy and the 
latter is from a humanistic philosophy. According to Rycroft-Malone et al. (2004), the skill of 
aligning the existing scientific evidence with patients’ personal and social influences presents 
various challenges, especially when these do not fit together well (Rycroft-Malone et al., 
2004).  
Beforehand, the production of evidence and its implementation into practice have been 
collectively viewed as a positivistic and linear process (Harvey and Kitson, 2015). More 
recently, efforts have been made to integrate positivistic and humanistic paradigms by 
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acknowledging the complex, multifaceted nature of evidence and its application as an 
evolving body of facts, value judgements, experiences, and interpretations, which are 
contingent on time and context (Kitson, 2009; Petticrew and Roberts, 2003; Rycroft-Malone 
et al., 2004). Looking at this from a more integrated prospective, moving evidence into 
practice is a shared effort involving individuals, multidisciplinary teams, organisations, and 
the wider policy context (Harvey et al., 2002; Kitson et al., 2008). At the individual level, on 
the other hand, health care providers who work in direct contact with the public play a pivotal 
role in communicating about the latest research evidence (van Bekkum and Hilton, 2013). 
Studies have shown that communication skills are known to be a significant factor in bridging 
the gap between EBP and person-centred care and in promoting patient health outcomes 
(Charlton et al., 2008; Haskard et al., 2009; Stewart, 1995; Street et al., 2009). 
In a similar way, health care providers can be viewed as ‘frontline facilitators’ of evidence 
adoption into practice; how successful they communicate this evidence with patients 
depends partially upon their appropriate skills, attributes, and knowledge (van Bekkum and 
Hilton, 2013). Essentially, evidence-based information needs to be communicated to patients 
in a clear and understandable way that allows them to make informed decisions about their 
health (Ford et al., 2003a). Though, it is evident from the literature that many barriers exist 
that can challenge practitioners’ effective communication of research evidence to patients, 
such as lack of time, organisational support, authority, and critical appraisal skills (Brown et 
al., 2009; Grol and Wensing, 2004; Haynes, 2002; Hilton et al., 2009; McKenna et al., 2004). 
Despite the growing body of research addressing communication within health care  
(Charlton et al., 2008; Chichirez and Purcărea, 2018; McCabe, 2004; Stevenson et al., 2004), 
limited qualitative research has been conducted on how to integrate patient values and 
preferences into the overall treatment decision-making process and the challenges and 
facilitators of effectively communicating with patients in the context of the Middle East and 
particularly Saudi Arabia.  
2.6 Values-based practice 
It is necessary to note that the provision of health care is inseparable from universal values 
such as caring, helping, and compassion. Consideration for individual values, particularly 
those of patients, has been increasing (Burman et al., 2013). However, the maintenance of 
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such consideration is difficult within the context of modern health care, where complex and 
conflicting values are often in play. This is particularly true when a patient’s values seem to 
be at odds with EBP or widely shared ethical principles or when a health professional’s 
personal values may compromise the care provided (Petrova et al., 2006). 
Conceivably, the most widely acknowledged values in health care are ethical values. 
However, values are much wider than ethics, including needs, wishes, and preferences as 
well—indeed, the diverse ways in which people express, directly or indirectly, negative or 
positive evaluations and value judgements (Fulford, 2011). Also, the particular values held by 
different individuals differ within various cultures and across historical periods. On the other 
hand, values are not completely individual; many key values are shared: for example, the 
values of patient autonomy (freedom of patient choice) and of acting in the person’s best 
interest are widely shared values that provide the basis for ethical codes and guidelines. 
However, these shared values are often in conflict: for example, autonomy of patient choice 
and acting in patient’s best interests are both important elements when thinking of 
incorporating patient values and preferences in decision-making, but respecting autonomy 
may be in conflict with the need for acting in the patient’s best interests. On a similar note, 
confidentiality, although considered as a widely recognised value in current clinical practice, 
may be in conflict with the need to share information as the basis of good medical care. 
Nevertheless, acting in a patient’s best interests means different things in different clinical 
contexts, depending upon the often very diverse values (personal, professional, and cultural) 
of particular individuals (Fulford, 2011).  
One of a variety of new and emerging ways of working with complex and conflicting values in 
health care is what has recently become known as ‘values-based practice’. Sackett et al. 
(2000) demonstrated that there is a sense in which medical practice has always been 
evidence-based. The need for values, then, similar to the need of EBP, arises from the growing 
complexity of medicine; in other words, as the growing complexity of the evidence in which 
clinical decision-making depends has led to the need for EBP, the growing complexity of the 
values underpinning clinical decision-making has led to the need for values-based medicine 
(Fulford, 2011; Kelly et al., 2015). Building mainly on learnable skills, values-based practice 
adds a particular focus on the diversity of individual values and the need for health 
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professionals to incorporate this diversity more effectively in clinical decision-making 
(Gradinger et al., 2015). 
Values-based practice is considered a partner to EBP. Its aim is ‘to connect generalized best 
evidence, derived from [EBP] and the knowledge and skills of practitioners, with the particular 
values—the concerns, preferences, wishes and expectations—of individual patients and their 
families’ (Fulford, 2011, p. 2). However, while the complexity of the evidence base of clinical 
decision-making is now broadly acknowledged, it is still commonly assumed that the values 
base is relatively transparent and straightforward. Thus, Sackett et al., although emphasizing 
the importance of patient’s values in the beginning of their book (Sackett et al., 2000), focus 
in the subsequent chapters largely on best evidence. A similar focus is also apparent 
throughout much of the literature on EBP. It has been clear, however, that patients’ values 
are very far from being transparent. This is suggested from the growing number of patients 
narratives (Fulford and Woodbridge, 2004) and surveys and other studies indicating the 
extent to which health professionals misread their patient’s values (Haynes et al., 2002). 
Equally as important to values-based practice is the extent to which providers are unaware 
of their values and how these values influence their practice. To illustrate, a study examined 
a training workshop in values-based practice completed by a mental health team (Fulford and 
Woodbridge, 2008). The study showed the perspectives from the comments that were made 
by the team members participating in a one-hour case review meeting. The team was told to 
participate in the training for values-based practice because of their shared commitment to 
person-centred approaches. After exploring the comments in the meeting, most of them 
came ultimately from the perspectives of the providers rather than reflecting those of their 
patients. Therefore, despite their explicit commitment to a person-centred approach, their 
actual values as represented in the team meeting and hence the values most likely to be 
guiding their decisions were not those of their patients but rather their own (Fulford, 2011). 
As such, it is highly necessary to raise awareness of the values that actually drive practice as 
opposed to values that providers believe they hold, which is a crucial step in values-based 
practice. 
As discussed earlier, ascertaining and integrating patient values is an important part of several 
movements in health care practice, including EBP, values-based practice, and person-centred 
care. However, these movements vary in their definition of values, their methods of 
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respecting patient values, and the integration of these values into medical encounters 
(Wieten, 2018). It is necessary to note that these different methods can make taking patient 
values into consideration in a consistent way confusing and difficult.  
Although it has been claimed that the values-based practice consideration of values in clinical 
practice has several flaws (Bae, 2015), it is evidently more attentive to individual patients 
than rival EBP procedures for taking values into account (Petrova et al., 2006). Studies have 
argued that EBP procedures concentrate on using data from social science to create 
population-based accounts of patient values (Wieten, 2018). Given the inconsistency of EBP’s 
stance on values, current calls for person-centred care, and the uncertainty of the 
appropriateness of using the same methods to compare and discuss values and evidence, it 
is claimed that values-based practice ought to be used in place of EBP procedures (Fulford, 
2008; Wieten, 2018). 
2.7 The doctor–patient communication  
The doctor–patient communication is changing significantly from being paternalistic to more 
patient-centred, influenced by increasing access to information about treatments and 
ongoing consumerist trends in modern society, and a shift towards involvement in policy 
statements (Belasen and Belasen, 2018; Ha and Longnecker, 2010). The words ‘collaboration’ 
and ‘partnership’ are some of the key political words of the late 1990s (Elwyn et al., 1999).  
 
For patients’ views about management and treatment plans to be valued and necessary, there 
must be a partnership between the doctor and the patient (Chipidza et al., 2015). However, 
there are many barriers to effective communication outlined in prior studies of doctor–
patient relationship (Vahdat et al., 2014). Patients often feel that they are wasting the 
doctor’s valuable time, omit details they deem to be unimportant, are embarrassed to 
mention things they think will place them in an unfavourable light, do not understand medical 
terms, and may believe the doctor has not really listened and therefore does not have the 
information needed to make a good treatment decision (Clark and Gong, 2000). 
 
Importantly, communication is not only about sharing information and agreeing on a 
management plan; it also includes talk and gestures to develop and strengthen a therapeutic 
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relationship between clinicians and patients (Ha and Longnecker, 2010). This therapeutic 
relationship is central to EBP. According to the literature, the more robust this relationship is, 
the greater is the opportunity for a mutually agreed treatment and management plan, the 
more comfortable the patient will be with following the plan, and the more satisfied both 
parties will end up (Cruz and Pincus, 2002; Jahng et al., 2005; Martin et al., 2005). 
 
It is evident that the success of the evidence-based consultation depends on its humanistic 
features as much as on what information is shared and how. Almost 30 years ago, family 
medicine introduced the ‘patient-centred clinical method’ (Brown et al., 1986; Levenstein et 
al., 1986), which was summarised in a recent review as ‘the adoption of a biopsychosocial 
perspective by providers; the sharing of decisions and responsibilities between patients and 
providers; [and] the strengthening of practitioners’ compassion, sensitivity to patients’ 
distress, and commitment to respond to patients with empathy in an effort to alleviate 
suffering’ (Liberati et al., 2015, p. 46). 
 
Another key point when speaking about the doctor–patient relationship is health literacy. 
Previous research highlights that low health literacy contributes to the communication gap 
between physicians and patients (Kripalani and Weiss, 2006). Patients with low health literacy 
may have less familiarity with medical concepts and vocabulary and may also hide their 
limited understanding out of shame or embarrassment (Kripalani and Weiss, 2006). 
Additionally, for patients with limited health literacy, understanding and communicating 
treatment options, goals, and preferences can be particularly challenging (Matsuyama et al., 
2011). It is commonly shown in research that physicians overestimate patients’ literacy levels 
and rarely consider limited literacy skills in their assessment of whether patients understand 
their care plan (Powell and Kripalani, 2005). Moreover, physicians appear ill-prepared to 
communicate effectively when provided with information about patients’ literacy levels 
(Seligman et al., 2005).  
 
The IOM defines health literacy as ‘the degree to which individuals have the capacity to 
obtain, process, and understand [the] basic health information and services needed to make 
appropriate health decisions’ (Institute of Medicine (US) Committee on Health Literacy, 
2004). It is considered as a key element of effective communication between patients and 
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health care professionals (Coleman, 2011). The majority of the literature on health 
communication and health literacy focuses on patient factors, with relatively less emphasis 
placed upon the communication skills and practices of health care professionals (Cafiero, 
2013; Coleman et al., 2013). Because health literacy is a cross-cutting issue that affects every 
aspect of health care delivery (Corrigan and Adams, 2003), anyone who interacts with 
patients, their relatives, communities, or population should acquire a basic competency in 
health literacy principles (Coleman, 2011). Health care providers must ensure safe and 
effective communication is achieved with patients despite their literacy levels (Cafiero, 2013). 
In describing the characteristics of a health literate organisation, Brach and colleagues (2012) 
proposed that the organisation ‘uses health literacy strategies in interpersonal 
communications and confirms understanding at all points of contact’ (p. 4).  
Summary 
This chapter provided a review of the theoretical literature that guided the research study. 
This study is theoretically driven by a curiosity of understanding the link between evidence-
based practice, shared decision-making and patient-centred communication in order to 
achieve optimal care. There is a gap of knowledge with regards to the relationship of these 
concepts in practice, and particularly in medical consultations between the doctor and the 
patient, and how these concepts are enacted in practice. The skill of aligning the scientific 
evidence with patients’ personal values and preferences presents various challenges, 
especially when these do not fit together. Therefore, this study aims to investigate how to 
integrate individual patient’s values and preferences into the overall treatment decision 
making process, by exploring how communication and negotiations occur with regards to the 
treatment and management of diabetes within the doctor-patient relationship. 
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2.8 Theoretical perspectives of the study 
This section will introduce the theoretical perspectives used in the study to inform the 
research design and data analysis. Based upon the review of different theories, the Chronic 
Care Model theory was chosen to understand the different components of integrated care, 
while the Shared Decision-Making Model was chosen as the specific organising framework 
for the study. 
2.8.1 The Chronic Care Model theory 
The Chronic Care Model, developed by Wagner (Boehmer et al., 2018) is a well-recognised 
conceptual model of the primary elements crucial to the management of chronic conditions. 
It is suggested that focusing on chronic care should imply a systematic approach of health 
delivery based on planned, proactive care organised around the interactions between the 
patient and an integrated practice team (Coleman et al., 2016). Additionally, it should rely on 
the best-available evidence that is appropriate in different facets of the health care system 
as identified using the Chronic Care Model (Gagnon et al., 2011) (see Appendix A). 
Focusing care on the patient rather than on their disease is not a new concept and has been 
advocated for in diabetes for at least a decade  (Tol et al., 2015). In crossing the quality chasm, 
the IOM placed the patient as the source of control and required health care providers to be 
respectful of individual patient preferences, needs, and values (Institute of Medicine, 2001). 
According to the Chronic Care Model or ‘Wagner model’ , ensuring that patients with chronic 
illnesses such as diabetes become ‘informed and activated’, and that care-giving teams 
become ‘prepared and proactive’ increases the likelihood of productive interactions between 
them, and improvements in the quality of patient care and health outcomes are then 
achievable  (Jacob and Serrano-Gil, 2010). For type 2 diabetes, health care professionals need 
to recognize that each patient presents with a unique set of needs, risks, and limitations that 
require an individualized strategy to address (Jacob and Serrano-Gil, 2010). Self-management 
of diabetes is known as an essential element of chronic illness care and is imperative for 
healthy outcomes. Patients also need to recognize the importance of self-management and 
become fully engaged in it (Tol et al., 2015). However, in practice, that is often not the case 
(McCabe et al., 2018; Protheroe et al., 2008). 
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2.8.2 Shared Decision-Making Model 
Although health care professionals are legally obligated to inform patients about their 
treatment and are required to ask for informed consent (President’s Commission for the 
Study of Ethical Problems in Medicine and Biomedical and Behavioral Research, 1982), there 
are no legal restrictions regulating the manner in which this is carried out. The paternalistic 
approach involves having the health care professional decide, either independently or in 
conjunction with other health care professionals, what is the best treatment or intervention 
for the patient, informing the patient of that decision, and convincing the patient to follow 
through with accepting that decision. The complete opposite to this is the informed 
approach, in which the patient is provided with information and is enabled to make a 
decision. Shared decision-making, on the other hand, is an approach that is considered to be 
somewhere in between these two extremes. Expert information is not only offered by health 
care professionals to the patient but also the patient shares personal information (such as 
patient values) with the health care professional. When the health care professional and the 
patient deliberate on screening, diagnostic, therapeutic, or palliative interventions (Charles 
et al., 2003), the decision-making process is then viewed as a shared experience (Friesen-
Storms et al., 2015). 
Shared decision-making is widely recommended by many professionals as a way to support 
patients in making health care choices (Charles et al., 1997; Elwyn et al., 2012, 1999; 
Stiggelbout et al., 2012). In shared decision-making, health providers together with their 
patients share their knowledge, values, and preferences about health care choices and 
explore beneficial solutions. In this manner, final decisions about treatment and 
management will be more compatible with patient preferences. Shared decision-making is 
fundamental to patient-centred care, increases patients’ and professionals’ satisfaction, 
improves quality of life and patient outcomes, and also creates a stronger doctor–patient 
relationship (Weston, 2001). 
Elwyn and colleagues (2012) developed a model of shared decision-making (Figure 3), in 
which three phases are distinguished as follows: ‘choice talk’, involving exchanging 
information and announcing that a decision must be taken; ‘option talk’, involving negotiating 
various treatment options, including benefits and harms; and ‘decision talk’, involving 
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reaching a decision together based on a patient’s informed preferences (Elwyn et al., 2012; 
van de Pol et al., 2016). However, many suggested refinements to this 2012 model could be 
made to achieve a wider understanding and conceptualisation of shared decision-making. For 
example, the terms ‘choice talk’ and ‘option talk’ were considered as too similar. Others 
found it odd that the model did not touch upon risk communication or goal-setting (Reuben 
and Tinetti, 2012; van de Pol et al., 2016; Vermunt et al., 2018), particularly as the idea of 
coproduction (Batalden et al., 2016) gains ground, and reported too little emphasis on 
exploring patient preferences and contexts. These critiques also reflected developments in 
the shared decision-making literature. One study argued that illness brings on a state of 
uncertainty, vulnerability, and lack of power (Gulbrandsen et al., 2016). In their study, these 
researchers promoted the use of shared decision-making to enhance or restore a patient’s 
‘autonomous capacity’, pay more attention to the emotional and relational dimensions of 
care, and emphasize the need to support the patient during a process of decision-making 
(Gulbrandsen et al., 2016). 
 
Figure 3. Three-talk model of shared decision-making. Taken from (Elwyn et al., 2017). 
The most commonly acknowledged conceptualization of shared decision-making is that of 
Charles et al., who identified the main features of shared decision-making. These features are 
64 
 
as follows: involvement of both the patient and physician, a sharing of information by both 
parties, both parties taking steps to construct a consensus about the preferred treatment, 
and achieving an agreement about which treatment to implement, respectively (Charles et 
al., 1999; Elwyn et al., 2016). Grol and colleagues described a general model for the 
implementation of guidelines interventions in which a systematic approach as well as good 
preparation and planning are central issues (Grol et al., 2013). Implementation strategies can 
be focused at the individual care provider (e.g., knowledge, attitude, motivation to change, 
personal characteristics), at the social setting (e.g., other care providers and patients), and/or 
at the organisational and financial system levels. Not surprisingly, the guidelines can have a 
major impact on the success of implementation (Grol et al., 1998; van der Weijden et al., 
2010). 
Satterfield et al. (2009) emphasized the importance of integrating shared decision-making 
with EBP because the former involves the individual patient’s values and preferences into the 
process of decision-making. Yet, despite this attention, there is a lack of clear guidance about 
how to accomplish SDM in routine practice. In this thesis, the Shared Decision-Making Model 
is used to inform the understanding of how a patient’s values and preferences can be 
integrated into decision-making within the EBP framework for people with type 2 diabetes 
(see Appendix B). 
It is necessary to note that skills of SDM are unlikely to be developed, let alone demonstrated, 
unless the clinician agrees with the underpinning ethical principles. At its core, SDM rests on 
accepting the idea that individual self-determination is a desirable goal and that clinicians 
need to support their patients to achieve this goal wherever possible. Self-determination 
theory is a broad-based theory of human motivation that emphasizes the extent to which 
behaviours are relatively autonomous (i.e., the extent to which behaviours originate from the 
self) as opposed to relatively controlled (i.e., the extent to which behaviours are pressured 
or coerces by external forces) (Patrick and Williams, 2012). It explicitly identifies autonomy 
as a human need that, when supported, facilitates more autonomous forms of behavioural 
regulation. Self-determination theory research accordingly focuses on patients’ perceptions 
and views of providers’ support for their autonomy (Vansteenkiste and Sheldon, 2006). Self-
determination theory suggests that autonomously regulated individuals experience greater 
life satisfaction and, in the long-term, show greater persistence and adherence (Williams et 
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al., 2009). Support for self-determination theory comes from studies demonstrating that 
people who are autonomously self-regulated tend to show higher levels of satisfaction, 
confidence, and trust (Deci et al., 1989); greater initiative and persistence (Ryan and Deci, 
2019); better physical and psychological health (Langer and Rodin, 1976); and better 
adherence to medication regimens (Williams et al., 1998) than do people who feel controlled 
by external agents or internal pressure (Patrick & Williams, 2012). 
Self-determination theory posits that people are oriented towards achieving good physical 
and psychological health (Ryan and Deci, 2000). Additionally, self-determination theory posits 
that people are more likely to adopt healthy behaviours or to terminate unhealthy ones when 
their basic psychological needs for autonomy, competence, and relatedness are promoted. 
For patients with type 2 diabetes, the concepts of autonomous self-regulation and perceived 
competence for healthy behaviour engagement are of central importance in the initiation 
and maintenance of healthy behaviours (e.g., taking medication as directed to improve 
glucose control) or to the change of unhealthy ones (e.g., smoking cessation). People feel 
autonomous when they regulate their behaviour volitionally in a way in which they 
experience choice and reflective self-endorsement. To illustrate, patients with diabetes 
would feel autonomous if they took their medication as directed because doing so was 
personally significant to them rather than if they did it because of pressure from either health 
care providers or family members (Williams et al., 2009). Supplementary to this, people feel 
competent when they are capable and effective in attaining desired outcomes. Most 
importantly, previous research using self-determination theory found that people are more 
likely to feel competent to achieve desired outcomes when they feel autonomous (Williams 
et al., 2004, 1998; Williams and Deci, 1996). Therefore, patients are more likely to establish 
the skills needed to manage their health once they volitionally sustain those behaviours 
(Williams et al., 2009).  
Williams et al. (2009) applied the self-determination theory to predict medication adherence, 
quality of life, and physiological outcomes among patients with type 2 diabetes. The results 
support those hypothesized relations and suggest that self-determination theory of health 
behaviours provides a useful framework for understanding quality of life and medication 
adherence among patients with diabetes. 
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Self-determination in the context of shared decision-making does not mean that individuals 
are abandoned to make decisions alone (Quill et al., 1996). However, shared decision-making 
is the solution to this concern, not the cause of it (Elwyn et al., 2017). Done well, shared 
decision-making combines different types of expertise, both from the world of medicine as 
well as that from the patient’s personal lifeworld where priorities exist (Freeman et al., 2004). 
Shared decision-making recognizes the need to support autonomy by building good 
relationships, respecting both individual competence and interdependence on others. These 
are the key tenets of self-determination theory (Ryan and Deci, 2000). As discussed earlier, 
self-determination theory is concerned with individuals’ intrinsic tendencies to protect and 
preserve their wellbeing  (Ryan and Deci, 2019). Therefore, as King and Moulton (2006) 
stated, these principles extend the concept of informed consent beyond that of a simple 
information transfer towards honouring informed preferences.  
However, some health providers express doubts, believing that patients don’t want to be 
involved in decisions, lack the capacity or ability, or might make wrong decisions or worry 
that SDM is time-consuming and just not practical. Others claim that they are already 
adopting SDM into their day-to-day practice, though data from patient experience surveys 
indicate that this is generally not the case (Zikmund-Fisher et al., 2010). 
Nevertheless, it is also important to note the challenges that clinicians might face when 
implementing SDM. For example, low health literacy could pose barriers to SDM, while some 
patients might come from cultural backgrounds that lack a tradition of people making 
autonomous decisions (Elwyn et al., 2016). Having said that, shared decision-making takes 
into account, among other things, the extent to which patients want to be involved in the 
decision-making process (Politi et al., 2013). It could be that patients want to be informed 
about options without necessarily wanting to hold the entire responsibility for making 
decisions; SDM accommodates this method of approaching decisions (Elwyn et al., 2016; 
Landmark et al., 2015).  
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2.9 Aims and research questions 
From the literature reviewed in this chapter as well as the theoretical perspectives presented 
in the previous section, the aims and research questions for this study can be stated in the 
following: 
Aims: 
The primary aim of this study was to explore what it means to people with type 2 diabetes to 
be involved in decisions about their treatment and management and how it is negotiated and 
communicated within the framework of evidence-based practice. 
Research Questions: 
The research questions in support of this aim include the following: 
1. How do doctors understand EBP in diabetes and how is it negotiated, appraised, and 
communicated within the doctor–patient relationship? 
2. How do people with type 2 diabetes perceive, understand, and experience the negotiation 
of treatment and management of their diabetes within the doctor–patient relationship?  
3. What are the challenges and facilitators of incorporating patients’ values and preferences 
into decision-making related to the treatment and management of type 2 diabetes from the 
perspectives of patients and their doctors? 
2.10 Chapter Summary 
This chapter critically reviewed the literature and constructed arguments that guided the 
researcher to develop the research questions. It introduced the concept of EBP and the 
debate around it. It emphasized the need to incorporate patient’s values and preferences 
into decision-making related to the treatment and management of said individuals’ health. It 
also discussed the concept of person-centred care and how it facilitates the incorporation of 
patient’s values into decision-making within the doctor–patient relationship. Finally, it 
demonstrated the theoretical frameworks chosen for this study through critically reviewing 
them and justifying their adoption. It concluded with presenting the aims and objectives of 
the study. The next chapter will introduce the methodology used in this study.   
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Chapter 3: Methodology and Methods 
3.1 Introduction  
In the previous chapter, I reviewed the available literature on the concepts of evidence-
based practice, person-centred care, and the doctor–patient relationship and discussed the 
theoretical framework that was used in this study. The aim was to gain an in-depth 
understanding of what is already known around the area of study and to highlight gaps in 
knowledge about the field in order to develop research questions for this research that 
increases the existing knowledge and understanding of the field.  
Quality medical decision-making requires that clinicians and patients incorporate the best-
available clinical evidence together with patients’ values and preferences to develop a 
mutually agreed-upon treatment and management plan. The interactive process involved in 
medical decision-making is complex and requires patients and clinicians to use both cognitive 
and communitive skills to attain a shared understanding of the decision being made. As 
outlined in Chapter 1, the purpose of this study is to break new ground by developing a 
greater understanding of what it means to people with type 2 diabetes to be involved in 
decisions about their treatment and management and how it is negotiated and 
communicated within the framework of evidence-based practice. 
When undertaking research, it is fundamentally important for researchers to consider their 
philosophical position concerning the relationship between knowledge and the process by 
which it is developed (Saunders et al., 2019). In doing so, the researcher is able to 
understand their role in the research process as well influence the way in which the research 
itself is developed and managed beginning from initial design through to conclusions and 
recommendations (Sutton and Austin, 2015). It also helps the researcher to understand, 
expose and minimise inherent bias and, as a result, enhance research credibility and utility 
(Hammersley and Gomm, 1997). Therefore, this chapter presents the underlying 
methodological assumptions of this research in terms of its ontological, epistemological, 
axiological and rhetorical position. It then introduces the methodological approach adopted 
for this research. The chapter then goes on to identify the methods chosen to collect 
primary data, the subsequent research design and context, method of data collection and 
analysis and, finally, the study’s ethical considerations. 
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This study used a qualitative cross-sectional study design that employed qualitative 
interviews. Qualitative methods for data collection and data analysis were used throughout, 
with semi-structured interviews incorporated as the main method of data collection and 
qualitative thematic analysis as the main method of data analysis, respectively. To give an 
overview of the methodology and methods informing these processes, the chapter begins 
by offering a brief summary of the constructionist theoretical framework of the research, 
which informed the study’s methodology.  
The next section presents a discussion of the researcher’s epistemological position 
underpinning this study. 
 
3.2 Ontology and epistemology 
Methodology is ‘a philosophical stance of worldview that underlies and informs a style of 
research’ (Sapsford and Jupp, 2006, p. 175). Social scientists have long been concerned with 
the differences in ontological and epistemological assumptions that account for dissimilar 
perspectives, conflicting theories, and contradictory findings in social and organisational 
research (Schultze and Stabell, 2004). Burrell and Morgan’s (1979) framework of the four 
research paradigms—that is, positivism, interpretivism, radical structuralism, and radical 
humanism—is a primary example. This framework classifies social and organisational 
science according to assumptions about the nature of reality and knowledge. Even though 
this framework appears to be well-suited to organisational research, some criticism (Deetz, 
1996; Tinker, 1986; Tsoukas, 1994) has still been levelled against it. For example, Deetz 
(1996) rejected the subjective–objective dimension presented in Burrell and Morgan’s 
framework. Deetz (1996) argues that the meaning of the subjective-objective labels is 
socially contrived and the “objective” practices are, in a sense, the most “subjective” forms 
of research. His reasoning is that in the “objective” research, concepts and methods are held 
a priori and constitute projections of researchers’ own ways of encountering the world. That 
is, the researcher does not engage in any critical reflection over his work process and does 
not contemplate on possible alternative perspectives on the social worlds that he or she 
seeks to understand.  
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The qualitative methodology in this study is derived from the philosophical perspectives of 
social constructivism and interpretivism, which assert that reality and meaning are 
constructed through engagement in and interpretation of the real world by an individual 
(Crotty, 1998). I believe human and social reality to be “culturally derived and historically 
situated” (Crotty, 1998, p67). In essence, reality is subjectively determined and socially 
constructed (Husserl, 1970), notions of ‘knowledge’, ‘understanding’ and ‘truth’ being 
representative of the meanings and values people attach to the social world surrounding 
them rather than from any objective quantifiable regularity (Schutz, 1970; Weber, 1978). 
Additionally, given the complexity of the social world and the sheer number of people within 
it, I assume there to be an infinite number of realities each as unique as the socially and 
historically situated individuals living their lives through them (Weber, 2004). Therefore, as 
an interpretivist, I believe that our perceptions of the world are inextricably bound to the 
combination of experiences that originated them and thus reality and the individual who 
lives in it cannot be separated (Creswell, 2013; Kelliher, 2005). In the next section, I will 
elaborate on my philosophical and theoretical stance and provide justification for these 
throughout the chapter. 
As a result of the above-mentioned ontological perspective, research should focus upon 
understanding the meanings and values of social action for those individuals being studied 
(Scott, 2011). Furthermore, research should also be conducted from within the peoples’ 
social context(s) as this offers a greater opportunity to understand how individuals perceive 
and make sense of their own activities and goals within the nature of their own reality 
(Hussey and Hussey, 1997; Weber, 2004). Certainly, if what we know about the world 
depends upon how we experience it, and how we experience it depends upon the social 
relationships of which we are a part of, then social context is of fundamental importance as 
it ultimately gives meaning to our ideas about the world (Gergen, 2009). Nevertheless, being 
an interpretivist such as myself, whilst I may support the perspective that there are 
numerous realities as there are people, it is also important to emphasise that knowledge is 
created by people to fit specific sets of circumstances. Consequently, not only is the concept 
of ‘knowledge’ as a stable, factual and universal phenomenon undermined, but the very 
process of creating and shaping claims of knowledge involves power and, in turn, is subject 
to inevitable conflict (Foucault, 1972). 
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Hence, I perceive the notion of truth as normative and relative; in other words, truth 
depends, at least partially, upon a person or society’s moral views of what is considered 
‘right’ or ‘wrong’ rather than anything that exists independently of people’s minds.  
Therefore, not only can there be no universal truths ‘out there’ that can absolutely judge 
‘right’ from ‘wrong’ for everyone but, along the same line, (1) nor one individual society’s 
truth can be any ‘truer’ (or more false) than another’s; (2) there are variations in what 
constitutes ‘truth’; and, (3) such variations cannot be entirely eliminated either practically 
or through guidance from certain epistemological rules (Baghramian and Carter, 2018; 
Goldman, 1995). Indeed, if reality is culturally derived, subjectively determined, and 
historically situated, and claims of ‘truth’ vary, then moral universalism cannot exist and 
moral objectivism is undermined as every individual can plausibly maintain an equally valid 
claim to truth within the context of their unique society. 
Epistemology enquires into the nature of knowledge and truth. Of major importance is the 
issue of what counts as knowledge—or, in other words, how we know what we know. 
Including a means of establishing what counts as knowledge is a central component in any 
methodological approach (Marshall and Rossman, 2006). Therefore, epistemology informs 
a theoretical perspective and, in turn, a theoretical perspective is considered as the 
philosophical perspective that informs the methodology and hence provides a context for 
the research process. The concept ‘epistemology’ has been defined from different 
perspectives depending on the author’s orientation. Auerswald (1985, p. 1) defined 
epistemology as ‘a set of imminent rules used in thought by large groups of people to define 
reality’ or as ‘thinking about thinking’, and went to say that it is ‘the study or theory of the 
nature and grounds of knowledge’. McNamee (1988) argued that the term ‘epistemology’ 
indicates the basic premises underlying action and cognition.   
According to Benjamin (1983), no model of clinical intervention exists in a theoretical 
vacuum. Instead, the clinical intervention is embedded in an epistemology. An epistemology 
reflects the rules that individuals use for making sense out of their world (Guttman, 1986). 
Denzin and Lincoln (2008, p. 157) stated that epistemology asks the following: “‘how do I 
know the world?’ and ‘what is the relationship between the inquirer and the known?’”. 
Every epistemology implies an ethical, moral stance towards the world and the self of the 
researcher. It is therefore important for researchers to be conscious of the frameworks they 
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use, the assumptions on which they are based, and the possibility of logical inconsistency 
(Bateson, 2000). In my case, although, as stated earlier, I believe that every individual can 
plausibly maintain an equally valid claim to truth within the context of their unique society, 
this is not to say that I believe all moral actions are relatively right or wrong. I therefore 
readily accept Moser’s (2000) identification of ‘moderate normative relativism’ (as opposed 
to ‘extreme normative relativism’) which considers that some rather than all moral actions 
are relatively right or wrong whilst other moral actions are universally right or wrong. That 
is, although I believe there are many existing moral views, only a subset of these I view as 
legitimate (Graham et al., 2011; Mackie, 1990). Certainly, in saying this I admit that 
moderate normative relativism is in effect ‘relativizing’ truth to the extent that universal 
truths are able to play a part and, hence, a certain level of realism is presupposed. Indeed, 
as stated by Swoyer (2008, p. 9), “once we relativize things into frameworks, there are facts 
about morality, epistemic justification, truth, or the like” However, in what can be regarded 
as my defence,  I would point out that without such things as concepts, beliefs or modes of 
reasoning, groups cannot differ in terms of their concepts, beliefs or modes of reasoning – 
and, therefore, different cultures, languages or modes of thought cannot exist. Indeed, on 
the basis of my experience of studying abroad for over 7 years, not only did I repeatedly 
observe clear differences in language, beliefs/modes of reasoning and thought, but I also 
observed that the violation of essential human needs including elements such as safety and 
security appeared to be universally condemned. That being said, then, it could possibly be 
more appropriate to say that my version of moderate normative relativism asserts that 
beliefs/modes of thought, standards of reasoning and the like can only be ‘right’ or ‘wrong’, 
‘truthful’ or ‘false’ relative to a framework that supports:  (1) the tolerance of the views of 
others; (2) ambivalence toward others’ views; and, (3) respect for certain other ways of life 
in order that they may be evaluated independently of their acts in accordance with a certain 
base universal moral code (Heyd, 1998; Levy, 2002; Wong, 2013).  
It is essential to take an interpretivist approach in the conduct of this research, because it 
allows me to understand the crucial and complicated relationships between doctors and 
people with type 2 diabetes. The interpretivist approach is also valuable in helping me to 
understand the varying experiences of people with type 2 diabetes who maintain different 
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beliefs and values. As mentioned above, interpretivism interprets social and cultural life, 
and the world of people (Crotty, 1998).  
As indicated previously in the literature review, many scholars have criticised the 
conventional biomedical approach for focusing heavily on disease and neglecting the person 
being affected by it (Stewart, 1995). These criticisms have been translated into calls for 
greater medical recognition of the legitimacy of knowledge and experience (Mead & Bower, 
2000). The medical consultation can be seen as a setting in which the patient’s and 
physician’s views interact in an exchange of values, beliefs, and perceptions. In this context, 
a core element of person-centred communication is integrating the world of the patient and 
that of the physician with one another  (Stewart et al., 2011).  
The inclusion and emphasis of multiple realities and the impact of an individual’s unique 
experiences in the understanding of knowledge makes social constructionism and 
interpretivism relevant as the epistemological basis for this study. This does not necessarily 
imply that these are better theories than the other existing theories, but rather that it is a 
more appropriate theory for the needs and goals of this specific study.   
As this study aims to explore and understand how the negotiation of treatment and 
management of type 2 diabetes is viewed and perceived by the various stakeholders and 
what factors may affect their views and constructions, the interpretivist philosophy is well-
suited for inclusion in this study. The research philosophy did, as will be shown in the 
following sections, inform the choices of research strategy, data collection techniques, and 
data analysis procedures.    
Phenomenology is one of the main interpretivist approaches; according to interpretivism, 
phenomenology is an approach that considers that the social and cultural world is 
constructed, and uses multiple methods to establish different views about a certain 
phenomenon. The phenomenological approach emphasises the importance of induction 
logic, and seeks to gather individuals’ opinions and interpretations of a given phenomenon 
(Dahlberg et al., 2007). With this in mind, then, the phenomenon of negotiating the 
treatment and management of type 2 diabetes in this study is explored based on 
phenomenological epistemology as described by Dahlberg et al. (2006). 
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3.3 Axiology 
Axiology is the philosophical theory of value (Saunders et al., 2019). Specifically, it is engaged 
with judgement of the role of the researcher’s own value on all stages of the research 
process (Li, 2016). In other words, axiology primarily refers to the ‘aims’ of the research (Lee 
and Lings, 2008). It is concerned with “the ways in which people relate and give meaning to 
their social world” (Hiles, 2008, p. 5), and so is focused upon: (1) the classification of what 
things are ‘good’ and ‘how good’ they are (Schroeder-Heister, 2012); and, (2) how those 
classifications: (a) give us our aims, goals and opinions; and, (b) through knowledge, direct 
our actions and human behaviour (Allen and Varga, 2007). This is important because our 
values affect how we conduct research and what do we value in the study findings. A 
consideration of axiology is of fundamental importance within interpretivist research where 
the subjective values of the researcher play such a central role, and is less relevant to 
positivist research which maintains the world can be known through objective value-free 
and ethically neutral ‘facts’ (Hiles, 2008). Certainly, not only do the values of the researcher 
have a direct impact on the ethical context of the study, but they also effect the underlying 
substantive and methodological paradigm that guides the research, and the social and 
cultural setting within which the study is taking place (Hiles, 2008; Guba and Lincoln, 1985; 
Robbins, 2013) That being said, then, my axiological position is perhaps best described as 
that of value pluralism as I uphold that: (1) there are many distinct values and value systems 
in use around the world which cannot be reduced to one super-value or ‘common 
denominator’; (2) there are different ways any particular value might be conceived; and, (3) 
various personal and societal positions, choices, behaviours and conflicts can and do rise out 
of the numerous values and value systems present around the world (Mason, 2002). 
Therefore, when reflecting upon my ontological and epistemological position of how they 
inform and are informed by my axiological position, it becomes clear that: my research will 
inevitably encounter many alternative values and views to those of my own; and, that I must 
acknowledge and represent them as fully and truthfully as I can (Hollinshead, 2006). Above 
all, there are as many truths in the world as there are people, societies and cultures and, 
thus, why is my truth any more truthful or false than any others?    
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3.4 Researcher involvement: reflexivity  
In spite of the nature of my ontological, epistemological and axiological positions, I must 
also acknowledge that I am as much a part of this research as those I interview and those I 
hope to ultimately read it. Certainly, given that this research is greatly impacted by my own 
philosophical outlook on the world, not only do I influence the underlying questions, aim 
and objectives of the research itself, but my own ‘storyline’ is also inherently entangled with 
every step within the flow of this research. Specifically, it influenced: (1) the methods 
chosen; (2) the questions asked to participants and how participants’ responses are 
interpreted; and, (3) the presentation of the finding. Therefore, as a researcher, I must be 
reflexive, that is, have “thoughtful, conscious self-awareness” (Finlay, 2002, p. 531) of: (1) 
my “contribution to the construction of meanings throughout the research process” (Willig, 
2008, p. 10); and, (2) the “impossibility of remaining ‘outside of’ [my] subject matter while 
conducting research” (Willig, 2001, p.10). 
As a researcher, one enters the research process informed by one’s own previous 
experiences. As a result, there is a possibility that, in the listening, transcribing, and 
analysing of the data, only ‘part of the picture’ will be seen. This raises the issue of 
reflexivity, or the need to be aware of how our own narratives influence our ability to 
undertake narrative research (Gilbert, 2002). I must actively construct interpretations of my 
experiences and question how my interpretations came about in a methodical way (for 
example, in a research journal) (Hertz, 1997). Such reflections are essential as they record 
my own interpretations of the research and, thus, are data in their own right as they reflect 
the subjectivities of both the researcher and the researched. Reflexivity is the process of 
conscious self-reflection of social and cultural backgrounds, personal and professional 
experiences, and assumptions of values that might impact the research process (Hennink et 
al., 2010). Because phenomenology involves an interaction between the researcher’s 
understanding of the participants’ lived experiences and the participants’ perceptions of the 
sense-making process (Smith et al., 2009), researchers need to reflect on and make 
themselves aware of their own assumptions prior to and during research projects (Smith et 
al., 2009).  
In this thesis, it was important to attend to the issues surrounding reflexivity, as it is central 
to qualitative research and the use of interviews as a method of data collection (Mauthner 
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and Doucet, 2003). Reflexivity invites qualitative researchers to bring to light their own 
experiences, beliefs, and feelings during the research process (Finlay, 2002). The main 
purpose of maintaining a reflexive account is to help the researcher be aware of the 
possibilities of bias, which may influence the interpretation of the data (Ahern, 1999). 
Therefore, it is necessary that I explore my role within the context of this research study by 
reflecting upon my experiences and exploring how any personal biases may have affected 
the quality and truthfulness of the data I collected.  
Of course, while I may attempt to represent as accurately as possible the views and values 
of those taking part in my research as well as my own, I must also consider how I 
(re)construct and communicate my observations through my writing. In this respect, I had 
a dual role, as both an ‘insider’ and an ‘outsider’, during data collection (Roulston, 2010). 
My insider role pertained to being a Saudi who is able to speak the Arabic language and 
recognise the social and cultural backgrounds present, which ensures rich insight into the 
data. I repeatedly witnessed the relief on participants’ faces upon meeting a researcher who 
speaks their language and comes from the same culture. Patients in particular have often 
expressed appreciation and a sense of relief in knowing that they can raise their voices to 
someone who is able to understand their concerns and who can facilitate communication. 
As an outsider, being a health care specialist who is able to understand the impact of 
communication on patients’ experiences helped me to deal with patients and to understand 
their worries. Being a researcher enables an interpretive outlook that aids the exploration 
of the meaning of patient involvement in their own care. In addition, my professional role 
as a researcher is not related to a specific clinical field, since I am not a member of any local 
diabetes team, which might have affected the data in some way. Although the majority of 
participants had not experienced being in an interview before, they all agreed to have the 
interviews recorded. For many of them, it was the first time they had spoken openly to a 
person outside their circle of family and friends about their experiences as patients. With 
this in mind, I identify two main issues in respect of communicating my observations 
through my writing. Firstly, as an interpretivist researcher’s claim to knowledge is inherently 
situated, and their text stamped with their own individuality (Sherry, 2000), to convince 
general audiences of the soundness of the collected data sets, theory-building and the 
knowledge generation can be challenging (Golden-Biddle and Locke, 2007; Hogg and 
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Maclaran, 2008). This is especially the case for audiences of a positivist-orientation that 
traditionally: (1) de-emphasise individual judgement in favour developed procedures; and, 
(2) establish research designs that are reinforced by measurements of internal and external 
validity, and reliability and objectivity in order to gain the trustworthiness of collected data 
(Lincoln and Guba, 1985). Secondly, as the Reader is likely to interpret and actively find 
meaning in text based on their own social and cultural background and experience, an 
asymmetry is created between the Reader and the text and, in turn, the Reader and the 
author (Golden-Biddle and Locke, 1993). Consequently, a certain level of independence is 
created between the text and the author that, without careful consideration during the 
writing process, can create misunderstandings and undermine the credibility, 
transferability, dependability and confirmability of the research (Lincoln and Guba, 1985; 
Golden-Biddle and Locke, 1993).  
 
3.5 Methodology 
Due to the interpretivist’s underlying need to pursue both contextual depth and people’s 
subjective interpretations of their lived experience (Myers, 1997; Pernecky and Jamal, 
2010), my research methodology needed to be qualitatively rather than quantitatively 
driven (Kaplan and Maxwell, 2005). 
In this study, my focus is to “make sense of, or interpret phenomena in terms of the 
meanings people bring to them” (Denzin and Lincoln, 1998, p. 3). Indeed, qualitative 
research methods were chosen for this study because achieving success in meeting the aims 
of this study required an in-depth understanding of the circumstances, experiences, and 
perspectives of doctors and T2D patients themselves when communicating and interacting 
with one another. A further justification for choosing this methodology is the nature of the 
output sought from the research, as this study sought to provide a detailed analysis and 
offer a comprehensive interpretation of communication-related issues, which are difficult 
to explore quantitatively. Additionally, as one view of reality is believed to be obtained 
through individuals’ eyes (Silverman, 2013; Snape and Spencer, 2003), this study explored 
questions such as ‘what is there that can be known about experiences and communication 
between clinicians and patients in diabetes care settings?’, ‘why does a relationship take a 
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certain form?’, and ‘how does this affect care for patients with T2D as perceived by doctors 
and patients in Saudi Arabia?’ Such questions are better explored using qualitative 
methodology (Bryman et al., 2008; Silverman, 2013). The complexity of the subject matter 
was accepted in advance, as this was evident from the academic literature (as discussed in 
the previous chapter) that explored the nature of doctor–patient communication and 
person-centred care in managing chronic health conditions such as diabetes. It is necessary 
that the researcher conveys a complete picture, as far as possible, of this complexity (Snape 
& Spencer, 2003). 
This study was founded on a qualitative approach to discovery that appropriately frames 
the effort within an interpretivist philosophical position focused primarily on the 
experiences and understandings within a patient’s world. According to Creswell (2009), 
qualitative research is ‘an inquiry process of understanding based on distinct 
methodological traditions of inquiry that explore a social or human problem. The researcher 
builds a complex, holistic picture; analyses words; reports detailed views of informants; and 
conducts the study in a natural setting’ (Creswell, 2009, p. 99). An emphasis is placed here 
on how individuals construct meaning and knowledge through interactions within the social 
context, which appropriately aligns with this research in studying how patients experience 
and communicate treatment and the management of their diabetes within the doctor–
patient relationship. A qualitative approach was chosen for this study because it a useful 
way to investigate people’s thoughts and experiences efficiently (Malterud, 1999; Patton, 
1990).  
The research approach that was followed for the purposes of this research was the inductive 
one. According to this approach, researchers begin with specific observations, which are used 
to produce generalized theories and conclusions drawn from the research. The reasons for 
involving the inductive approach was that it takes into account the context where the 
research effort is active while is also most appropriate for analysing small samples that 
produce qualitative data. However, the main weakness of the inductive approach is that it 
produces generalized theories and conclusions based only on a small number of observations, 
thereby brining the reliability of research results under question (Denzin and Lincoln, 2005).  
Given the complexity of the concept, negotiations, communications, and perceptions 
cannot be assessed by simply monitoring quantitative measures and indicators. 
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Understanding the perspectives and experiences of patients and the meanings that they 
attach to their experiences is crucial to understanding the phenomenon. A qualitative 
research design is, therefore, most suitable for addressing the research questions of this 
study (Pope et al., 2002). With this in mind, I identify hermeneutic phenomenology, as the 
most appropriate methodological approach to this study. The justification for this is 
elaborated within the following paragraphs. 
3.5.1 Phenomenology 
Phenomenology holds that any attempt to understand social reality has to be grounded in 
people’s experiences of that social reality (Sim and Wright, 2000), and is formed by the 
interaction processes of individuals within a certain context (Anderson, 1991; Sim and 
Wright, 2000). Phenomenology is a traditional philosophical approach that was originally 
developed by the German mathematician and philosopher Edmund Husserl (1859–1938) in 
response to what he saw as the misguided attempts of the new science of psychology to 
apply methods of natural science to human issues (Laverty, 2003). Hence, phenomenology 
focuses upon the world as lived by a person rather than the world as an entity separate from 
or independent to a person (Valle and Mohs, 1998). Therefore, by posing the fundamental 
question: “what is this experience like?” phenomenology is able to explore the routine, 
mundane, unusual and surprising aspects of a person’s ‘lifeworld’ (or “the tacit context and 
pace of daily life to which normally people give no reflective attention” (Seamon, 2000, p. 
161)) and so gain access to the meanings people attribute to their daily lives as they unfold 
(Laverty, 2003). Husserl introduced the concepts of subjectivity and ‘lifeworld’ and 
emphasised that a philosophy must begin with the phenomena (things) themselves (Benner, 
1994; Cohen et al., 2000). In other words, by shifting from an account of what we see in the 
world to how we see it and what this means for us (Cerbone, 2014; Pernecky and Jamal, 
2010), phenomenology seeks an in-depth understanding into a person’s meaning of 
experience in an approach that clearly infers experiences are consciously lived and 
performed (Polit and Beck, 2004; Smith et al., 2009). Heidegger (1889–1976) subsequently 
took phenomenological philosophy further and moved from focusing on epistemology to 
considering ontology. His philosophy was mainly concerned with existential ontology 
(Cohen, 1987), describing the concept of a person and ‘Being-in-the-World’ (Leonard, 1994). 
The focus of a phenomenological investigation might be perception, imagination, thought, 
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emotion, desire, volition or action (Patton, 2002). According to Holmstrom and Rosenqvist 
(2005), the goal of the phenomenologist is to develop direct contact with lived experiences 
and to bring to light the meaning woven into the fabric of the lifeworld. Phenomenology 
turns to the world as it is experienced and describes a person’s perception of that 
experience (Dahlberg et al., 2008). As such, phenomenology is considered the most 
appropriate methodology for this study. 
Phenomenological inquiry is utilized in this study to further develop the qualitative frame. 
This methodology assists with discovery and understanding within the data-rich 
environment evolving from the lived experiences of the patient participants. Whereas some 
methodologies strive to determine opinions and create a generalisation through hypothesis, 
a phenomenology seeks to explore the contextual meanings through the situational 
knowledge of those being researched (Creswell, 2009).   
Whilst phenomenology seeks to uncover the lifeworld of human experience as it is lived 
and, thus, focuses upon people’s perception of their experience (Polit and Beck, 2004), as a 
methodology it has two distinctive schools of thought: descriptive (Husserlian) (or 
transcendental phenomenology), and interpretive hermeneutic (Heideggerian) 
phenomenology (Cohen & Omery, 1994). Their common goal, however, is to understand 
the complex world of lived experiences, the meaning of the phenomena, from the point of 
view of those living in it. Understanding is gained through an interpretation of the 
experiences. The two schools vary with regard to ontological and epistemological issues, 
defining different aims and purposes of human inquiry and how understanding is gained 
(Schwandt, 1994). In light of the ontological understanding of the researcher, and the 
philosophical and methodological underpinnings of this study, the interpretive approach 
was the most appropriate to adopt because it seeks to observe the nuances and the 
uniqueness of contextualised experiences (Swanson and Wojnar, 2007). According to Van 
der Zalm and Bergum (2000), while it is not particularly the case that hermeneutic 
phenomenology aims to prescribe action in clinical context, it does however have an 
influence on the introduction of alternative practices, by revealing the meanings of 
experience. 
This study seeks to investigate the experiences of people with type 2 diabetes in 
communicating treatment and management within the doctor–patient relationship with 
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the aim of understanding how individual patient’s values and preferences can be integrated 
into the overall treatment decision making process. According to Cohen et al. (2000), a 
phenomenological approach is suitable for research on clinical care, especially when 
considering patient needs and preferences, something which this study aims to achieve. 
Additionally, it is important to understand the needs and preferences of patients so as to 
ensure that they are met by health providers, a condition that is met through an 
understanding of the meanings that are attributed to experiences (Cohen et al., 2000). The 
two approaches of phenomenology (and particularly hermeneutic phenomenology) will be 
explained in the following sections. 
3.5.2 Descriptive (or transcendental) Phenomenology 
First developed by Edmund Husserl, descriptive phenomenology maintains two 
fundamental tents. Firstly, the investigation of a phenomenon and its meanings can be 
‘bracketed’ from the observer/researcher’s own prior personal knowledge and judgements 
about the world. This enables the researcher to ‘transcend’ the phenomenon being 
investigated (i.e. attain ‘transcendental subjectivity’) and gain a clearer view of the 
phenomenon under investigation, that is, the experience of perception, thought, memory, 
imagination and emotion, or ‘intentionality’ (a person’s directed awareness or 
consciousness of an object or event) (LaVasseur, 2003). Secondly, through ‘reduction’, or a 
process whereby a person “reduces the world as it is considered in the natural attitude to a 
world of pure phenomena or, more poetically, to a purely phenomenal realm” (Valle et al., 
1989, p.11), an ‘objectivised’ description of a phenomenon’s ‘essences’ can be reached. 
Secondly, there are features to any lived experience common to all people who have the 
experience. These commonly perceived features – or universal essences –  can be identified 
to develop a generalizable description within phenomena – an approach that implies: (1) 
the essences of a phenomenon are representative of the phenomenon’s true nature; and, 
(2) reality is objective as essences can be abstracted from live experience and, thus, are 
independent of history and context (Lopez and Wills, 2004). Indeed, then, the aim of 
descriptive/transcendental phenomenology is reflective of the values of traditional science, 
as bracketing and the process of reduction follow a similar approach to scientific rigour 
(LaVasseur, 2003). 
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3.5.3 Hermeneutic phenomenology 
Husserl’s student, Martin Heidegger; in his pursuit of answering the question of meaning, 
came to criticise, modify and further develop Husserl’s approach. Heidegger believed that 
people are hermeneutic, interpretative, and in this way find meanings in their lives 
(Swanson & Wojnar, 2007). The main difference between the phenomenology of Husserl 
and that of Heidegger are that Husserl is descriptive and considers context to be of only a 
peripheral importance, whereas Heidegger’s approach is interpretative, assigning context a 
central importance (Swanson & Wojnar, 2007).  Furthermore, Heidegger criticised Husserl’s 
opinion that meaning is completely neutral and is not affected by the researcher’s own 
understanding (RCN, 1996). In the theory and practice of interpretation, Heidegger also 
considered individual background to be an influence on the nature of one’s understanding 
of the world and its contents (van Maanen, 1997). 
The hermeneutic phenomenological school of thought focuses on existential ontology, 
specifically on questions of experiencing and how understanding takes place (Ray, 1994). It 
postulates that we are introduced to a shared world of meaning that is provided to us by 
our sociohistorical culture; this shapes our thinking and behaviours throughout our lives and 
is expressed through language (Plager, 1994; Crotty, 1998). Heidegger defined his 
philosophy as hermeneutic because he viewed it as a methodology for his ontological quest 
of uncovering what it means to be a human being (Plager, 1994). Living in the meaningful 
world that we understand allows us to make sense of what we are doing, but this familiarity 
can also make us lose sight of the understanding; in other words, we take it for granted and 
stop noticing it. The hidden meanings of everyday life are the focus of hermeneutic 
phenomenology (Plager, 1994). 
Hermeneutic phenomenology emphasises the uniqueness of experiences and phenomena 
(Corben, 1999). The purpose of inquiry is understanding, not theory-building. Therefore, the 
data can only be viewed as ‘illuminations of experience’; they stand alone as a testimony of 
the lived experiences of those individuals. Analysing the data is the process wherein 
understanding occurs, through the ‘fusion of horizons’ (Gadamer, 1994) of the researcher 
(created by his/her preconceptions about the phenomenon) and the participant (created by 
his/her experience of the phenomenon), respectively.  
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Hermeneutic phenomenology attempts to explicate the meanings as we live them during 
our everyday existence or in our lifeworld (van Manen, 2016). The phenomenological 
approach in this thesis was based on the hermeneutic phenomenological idea of that we 
turn to things as they immediately present themselves to us, with the aim of letting the 
phenomenon show itself as is given in the immediate experience. Exploring patients’ beliefs 
and feelings about the disease and its management provides us with the opportunity to 
examine the significance of the intervention program on everyday life with diabetes. Using 
a phenomenological approach, we would be able to get access to patients’ perceptions of 
how life with diabetes is lived and handled. I perceived diabetes as a phenomenon 
confirmed empirically by being present in the patients’ lives and by being experienced by 
patients in their lifeworld. According to phenomenology, the world does not exist as a 
detachment from its human interpretation (Svenaeus, 2016); thus, to manifest itself, the 
world needs to be experienced and conceptualized. The use of a phenomenological 
approach would allow us to discover and account for experiences and meanings in the 
human stream of consciousness (Heinonen, 2015). In this study, the essence of 
phenomenology is to discover how the treatment and management of diabetes are 
negotiated within the doctor–patient relationship, which then constituted the fundamental 
question in the research. This implied for the researcher to have a desire to understand the 
phenomenon fully and to capture patients’ prereflective experiences as they live them (van 
Manen, 2016).  
In its broadest sense, ‘phenomenology’ refers to an individual’s perception of the meaning 
of an event as opposed to the event as it exists externally to that individual. The focus of 
phenomenological inquiry is what people experience in regard to some phenomenon or 
other and how they interpret those experiences. A phenomenological research study is an 
investigation that attempts to understand people's perceptions, perspectives, and 
comprehension of a particular situation (or phenomenon). In other words, a 
phenomenological research study tries to answer the question 'what is it like to experience 
a certain situation?’.  
By looking at multiple perspectives of the same situation, a researcher can start to make 
some generalisations of what something is like as an experience from the 'insider's' 
perspective. The objective of phenomenology is the direct investigation and description of 
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phenomena as they are consciously experienced, without theories about their causal 
explanations or their objective reality. It, therefore, seeks to understand how people 
construct meaning. The aim of phenomenological research is to aspire to pure self-
expression, with noninterference from the researcher. This means there must be no 'leading 
questions' nor the researcher completing the process of bracketing so that the participants 
can be aware of their own ideas and prejudices about the phenomenon of interest.  
The phenomenological approach is especially useful when a phenomenon of interest has 
been poorly defined or conceptualised. According to van Manen (2016), the four aspects of 
'lived experience' that are of interest to phenomenologists include lived space (spatiality), 
lived body (corporeality), lived time (temporality), and lived human relations (relationality). 
The topics appropriate to phenomenology are ones that are fundamental to the life 
experiences of humans, such as the meaning of health/stress, the experience of 
bereavement, or the quality of life with a chronic illness. Phenomenology provides for an in-
depth understanding of individual phenomena and gathers rich data from the experiences 
of individuals (van Manen, 2016). 
 
3.6 Research methods  
Crotty defined research ‘methods’ as “the techniques or procedures used to gather or 
analyse data related to some research question or hypothesis” (Crotty, 1998. p. 3). There 
are many potential research methods that might be adopted in a particular methodology, 
although some may be more appropriate than others in adhering to the methodology’s 
underlying perspective.  
3.6.1 Data collection context 
Before I begin to discuss the key elements related to the research methods relevant to this 
study, I will briefly talk about the setting in which this study took place. This study was 
conducted at a diabetes centre, located within a university hospital in Saudi Arabia. Eligible 
patients are referred by their general practitioner and other hospital departments to this 
diabetes centre, where they are offered ongoing individual counselling by dieticians, nurses, 
or physicians as well as group education delivered by a multidisciplinary health care team. 
The services provided focus on a range of themes such as diabetes treatment, prevention 
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of diabetes-related complications, self-monitoring of blood glucose, and maintaining a good 
diet and physical activity levels.   
The hospital under examination in this study is located in a large city in the Eastern Province 
in Saudi Arabia. In 1981, when the Minister for Health launched the hospital, the facility 
began with an inpatient bed capacity of 381. Throughout its long history, it has kept up with 
the ever-growing demand to serve the community with its expanding population and to 
teach students according to international standards.  
The hospital strives to provide world-class medical care and be the best in the field by 
meeting the highest standards set forth by the Joint Commission International 
Accreditation, which is responsible for setting, monitoring, and maintaining standards of 
excellence in the health care Industry .  
Through the years, the management of the hospital has been committed to providing 
exceptional care to those from all walks of life. The administration organized a team to 
establish the Private Health Centre, which was commissioned in July 2016 with 25 beds and 
staffed with qualified and well-trained health care professionals. The Centre’s team of 
physicians consists of highly qualified consultants and specialists in the field who have 
passed board certifications, hold fellowship and membership degrees or their equivalents, 
and are backed by years of experience.  
In addition to this, to enhance the medical knowledge, the administration continuously 
invests in training programs and workshops to keep the physicians up-to-date with the latest 
medical techniques and technologies. This is complimented as well by support for physician 
attendance at lectures and conferences and the availability of unrestricted electronic access 
to the most renowned medical references across the world.  
The rationale behind focusing on this particular organisation is the result of many reasons. 
First is the fact that it is a teaching hospital and the research support unit within the hospital 
provides research assistance to all hospital university staff in the conduct of their research 
endeavours and activities across all disciplines, which made gaining access and conducting 
the present study more practical within the limited timeframe available. Another reason for 
why this particular hospital is a good context for this study is that it recently established a 
diabetes unit in the hospital due to the rising international importance being given to these 
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centres, which care specifically for people with diabetes. The aforementioned unit is 
considered a complete centre for health and nutrition education, foot and eye care, and the 
management of diabetes complications in people with diabetes. The patient is provided 
with a complete package of health care services where he/she has a full-day session in one 
complete centre.  
The hospital initiated this centre after gaining the approval of the president of the university 
and the general supervisor of the hospital. The aim of the diabetes unit is to be a positively 
viewed centre for treating people with diabetes that is adequately prepared to receive even 
complex cases and which will become a certified training centre to teach doctors about 
diabetes health care and provide health and nutrition educational courses. Currently, the 
hospital has launched a Saudi Fellowship Program in Diabetes, where a student trains in the 
unit for two years and then becomes a certified diabetes consultant.  
The head of the internal medicine department in the hospital in Al Khobar stated that the 
working mechanism in the centre is as follows: first, a patient is admitted to the centre and 
his/her case is looked into. If the patient needs special care, then he/she is admitted into 
the centre and given a card with the different types of services they require, the doctors 
they should see, and what examinations the patient needs to undergo. All patients’ 
information is recorded in the hospital’s research system, where it can be retrieved easily 
because everything is saved in one place. For these reasons, this hospital was chosen as a 
suitable context for this study. The next section will explore the research design employed 
in this study.  
 
3.7 Research design 
Given that: (1) phenomenological research is descriptive, focusing upon (I) “the structure of 
experience and the organising principles which give form and meaning to the life world”; 
and, (II) the elucidation of the essences of these structures as they appear in consciousness 
– to make the invisible visible”; (2) hermeneutic research is interpretive, concentrating upon 
“historical meanings of experience and their developmental and cumulative effects on 
individual and social levels” (Laverty, 2003, p.27); (3) the researcher is inherently situated 
within the research and co-constructs the interpretation of the data with the research 
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participant; and, (4) the focus of this thesis is to investigate the meaning of a phenomenon 
(patient participation) with the purpose of understanding of human experience (Crist and 
Tanner, 2003), a qualitative research approach was decided to be most appropriate for this 
research. 
In that essence, the researcher’s role is thus to understand how meanings are given to reality 
through people’s interactions (Guba & Lincoln, 1994). Qualitative researchers believe that 
each individual is unique and, in order to understand them, the researcher should talk to 
them, listen to them, and observe them in their natural setting (Guba & Lincoln, 1994). 
According to David and Sutton (2004, p.36), qualitative research is associated with the idea 
that “social life is the product of social interaction and the beliefs of actors” and that “the 
social world is not populated by things, but by relationships and actions”. With this in mind, 
the typical focus upon meaning within qualitative research can be seen as representing “an 
emphasis on the subjective and the constructed nature of the event” (David and Sutton 
2004, p.36) rather than on “’facts’, ‘things’ and ‘objects’” (p.36). Therefore, in order to 
qualitatively study the event, researchers must take on an “involved, connected observer 
stance and immerse themselves, literally, in the concrete, everyday world they are studying” 
(Tithcen and Hobson, in Somekh and Lewin, 2005, p.123). In doing so, they are offered a 
potential to “understand participants’ intuitions, shared looks of unarticulated 
understanding and undisclosed, shared meanings” (p.123) between words and practices. 
Certainly, by ‘sharing’ in the feelings and interpretations of the research participants and 
‘seeing things through their eyes’ (Neuman, 2006), the qualitative researcher becomes the 
main research instrument of data collection (Bryman, 2004), “the data emerging from the 
background” (Tithcen and Hobson, in Somekh and Lewin, 2005, p.123). 
3.8 Data collection 
The study used semi-structured interviews. A semi-structured interview offers the 
opportunity for the researcher to make frequent use of predetermined open- and (if 
needed) close- ended questions (Denzin and Lincoln, 2005). Furthermore, whilst the 
interviews were relatively structured, in that there was a designated series of main 
questions that every interviewee was asked to respond to, the questions were not 
necessarily asked in the same order and individuals were also encouraged to talk about and 
elaborate on other connected areas if they felt inclined to do so (Cohen et al., 2011; Robson, 
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2011). The relevant data consisted of the participants’ descriptions of their experiences, 
expressed in their own words during a dialogue with the researcher. The dataset for this 
study is a co-creation, a product of the interactions between participants and the 
researcher. As hermeneutic phenomenology aims at gaining a deep understanding of an 
unknown phenomenon, the interviews were semi-structured, combining open-ended 
questions with further probing questions. This method is ideal for this research as: (1) it 
offers the interviewee the chance to explore and develop ideas and speak more freely on 
the issues they and the researcher raise (Kvale, 1996; Denscombe, 2003); and, (2) it allows 
for the potential diversion of the interview onto new pathways which, while not initially 
considered as part of the interview, would help towards addressing the research questions 
(Gray, 2004). 
The methods of data collection in a study should be consistent with the research questions, 
aims, and design. Ideally, they should be specifically determined by the research questions 
(Merriam, 2002; Saunders et al., 2007). For this study, face-to-face semi-structured 
interviewing was chosen as the data collection method. This method was selected as a result 
of its suitability relating to the research questions and overall design. It has been suggested 
that interviewing can help a researcher get closer to the actor’s perspective and capture the 
meaning from the actor’s point of view (the actor being the patient in this case) (Britten, 
1995; Denzin & Lincoln, 2005). Through personal contact, where close and trusting 
relationships can be forged between the interviewer and the interviewees, interviewing 
permits the interviewer to have access to areas of data that would not be accessible with 
other methods of data collection (Saunders et al., 2007).   
The qualitative interview is a rich source of data. It has been noted that: 
‘The expressive power of language provides the most important resource for 
accounts. A crucial feature of language is its capacity to present descriptions, 
explanation, and evaluations of almost infinite variety about any aspect of the world, 
including itself’ (Hammersely & Atkinson, 1995, p. 126). 
Semi-structured interviews can be viewed as a way to gain access to the knowledge, 
experiences, and feelings of interviewees as well as interactive processes wherein the 
interviewer probes to gain more details and aims to go below the surface to unpick ideas 
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that were initially not anticipated (Legard et al., 2003; Britten, 1995; Silverman, 2010). As 
the majority of studies identified in the Saudi-based literature were quantitative, and a 
qualitative approach seemingly has not been attempted before in Saudi Arabia to explore 
patients’ and doctors’ experiences of decision-making in diabetes care, a qualitative 
approach was adopted here to access the knowledge and experiences of participants using 
open-ended questions and allowing for probing to occur to further explore issues in-depth. 
Generally, for health services research, interviews are conducted between the interviewer 
and a single participant using open-ended questions that are semi-structured (Carter & 
Henderson, 2005). The advantage of this method is that the data collected are very rich in 
nature and allow for the study of the range and complexity of ideas relating to implementing 
practices (Murphy et al., 1998). Topics can be both guided by the interviewer and allow for 
the participant to include issues that may not have been previously considered or to expand 
upon issues that they find particularly important (Britten, 1995). Additionally, interviews 
offer the means to explore and understand individual perspectives without imposing 
restrictive structures on participants’ responses (Saunders et al., 2007).  
Interviews also enable the researcher to probe further into responses of interest and assist 
in the mutual understanding of questions and responses using ‘probing’ questions not 
originally included within the interview guide (Murphy et al., 1998; Denzin and Lincoln, 
2005). Furthermore, they enable the researcher to create a relaxed atmosphere in which 
respondents can explore more details of their experience (Carter & Henderson, 2005). To 
illustrate, using semi-structured interviews offers the interviewer and participants privacy 
in managing uncomfortable issues, building rapport, clarifying thoughts on a particular 
topic, sharing enthusiasm, and airing complains (Bryman, 2008). In the current study, 
doctors’ and patients’ views on each other and on the services provided were explored. It 
was anticipated that both positive and negative views may be expressed to cover both sides 
of the spectrum, which were thought to be better explored in the private setting offered by 
semi-structured interviews. 
For this study, an interview guide for semi-structured interviews was developed to gather 
information on issues around patients’ preferences and participation, doctor–patient 
communication, and other factors believed to influence decision-making. Studies suggest 
that a guided interview enables a researcher to probe and understand the meanings people 
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give to their own experiences (Earle et al., 2017). Interviews were commenced with an 
invitation to the participant to describe his or her experiences, with the guide used where 
necessary to ensure that all topics were adequately covered. Interviews were conducted 
with patients diagnosed with type 2 diabetes on average four to five years before the 
present study as well as the doctors who are responsible for their care. Participants were 
interviewed at the diabetes centre at a University Hospital in Saudi Arabia. Interviews were 
conducted by the researcher in English or Arabic, whichever the participant preferred. 
Having the researcher conduct the interviews is conventional and preferable in qualitative 
research because of the skills required to encourage open discussion (Kokanovic & 
Manderson, 2007). Data collection was stopped when theoretical saturation was reached 
(Francis et al., 2010), i.e., when the data from the interviews began to be replicated. The 
interviews were guided by the research questions shown in the literature review chapter. 
The purpose of the research questions was to capture the negotiation of knowledge 
between doctors and patients experiencing diabetes regarding treatment and management 
of their disease and how it affects their engagement with self-care behaviours. 
The interactive and synergistic nature of interviews allowed the researcher to explore 
patients’ experiences with diabetes in a spontaneous and emotional way (Graffigna et al., 
2014).  Interviews allowed access to a wide variety of ideas, views, and experiences 
pertaining to self-management among patients with diabetes (Minet et al., 2011) as well as 
insight into how a consensus was reached on issues related to the treatment and 
management of diabetes (Mathew et al., 2012).  
This study used semi-structured interviews of people with type 2 diabetes and the 
consultants who deliver their diabetes care to explore the issues that they perceive as 
central to the effective treatment and management of diabetes. Attention was especially 
focused on the nature of the doctor–patient relationship and on the implications of this for 
patient-centeredness and the treatment and management of diabetes. I chose to focus on 
the doctor in particular in this study as opposed to other health care providers that are in 
contact with the patient, because doctors play a very important role as an advocate for 
patients and their families. They help the patient navigate through a complex medical 
system to be able to obtain the most patient-centred care in a cost-effective manner (Kaba 
& Sooriakumaran, 2007).  
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When conducting semi-structured interviews, the researcher must prepare an interview 
schedule with topics to cover, yet it is suggested that the researcher also improvise 
additional questions they believe are beneficial. (Fylan, 2005). Questions are close-ended 
but also open-ended, thus providing a certain degree of flexibility for the interviewee. The 
semi-structured interview is the most common form of interview used in qualitative 
research studies (Arksey & Knight, 1999). The semi-structured interview was, therefore, 
deemed the most appropriate research method for the present study, notably because it 
allows for an in-depth understanding of a participant’s viewpoint.  
As with any qualitative research data collection tool, the aim of semi-structured interviewing 
is to understand the participant’s own framework of meanings and concepts—that is, to 
explore the ‘insider perspective’ rather than impose the researcher’s assumptions and 
structures. Therefore, qualitative researchers conducting semi-structured interviews use 
open-ended questions and try to be as interactive and as responsive to the language and 
concepts used by the interviewees as possible; they try to remain open to the possibility 
that the concepts that emerge may be very different from what might have been predicted 
before the interviews (Britten, 1995; Taylor, 2005).   
The reason for choosing to do semi-structured interviews in this study is to understand the 
participant’s own framework of meanings and concepts, to explore the aforementioned 
‘insider perspective’ rather than impose the researcher’s assumptions and structures 
(Taylor, 2005). Moreover, semi-structured interviews provide the interviewer with the 
opportunity to ask follow-up questions and probe the interviewee’s responses further in 
order to establish the significance and meaning of each response and ensure that what the 
interviewee meant is well-understood.  
In addition, semi-structured interviews have the benefit of uncovering issues or concerns 
that have not previously been anticipated or considered by the researcher, which can 
further the understanding of the interviewees’ accounts and views (Britten, 1995; Pope et 
al., 2002; Saunders et al., 2007; Tong et al., 2007). This was briefly summarised by Britten 
(1995), who noted that qualitative interviewers aim to ‘go below the surface of the topic 
being discussed, explore what people say in as much detail as possible, and uncover new 
areas or ideas that were not anticipated at the outset of the research’ (p. 252).  
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Interviews were semi-structured and lasted between 30 to 60 minutes. Interviews with 
doctors focused primarily on the communication of treatment and management and on the 
doctor’s perceptions of the communication’s strengths and weaknesses. Those carried out 
with patients explored the patients’ experiences of receiving diabetes care in the clinic, the 
nature of the consultation, and how it affects their self-management of their disease (The 
topic guide is provided in Appendix J). Also, it looked at the style of communication between 
the patient and the doctor and to what extent the patient felt involved in the discussion and 
decision-making process of his/her treatment and management plan. 
3.8.1 Sampling strategy  
The population for this study were patients diagnosed with Type 2 diabetes. A purposive 
sample was used to recruit participants for the study. Purposive sampling was employed to 
ensure a wide range of characteristics was represented in the group. Inclusion criteria were 
participants registered in the diabetes register who attends a monthly scheduled 
appointment at the diabetes clinic at the hospital, ≥ 18 years of age, and able to understand 
and communicate in English, Arabic or both. Exclusion criteria were those participants who 
refused to participate in the study, who were diagnosed type 1 diabetes, who were 
accompanied by a family member, or who were under the age of 18 years. Participants were 
recruited based on their willingness to participate in the study. Patients were invited to 
participate in this study if they have been diagnosed with type 2 diabetes, regardless of 
when they were diagnosed, because self-care and the relationship with the clinician are 
important aspects of diabetes management at every stage of the condition (Funnell & 
Anderson, 2008).  
Furthermore, as this study aimed to explore patients’ values and preferences in decision-
making in adults with type 2 diabetes; thus, the patients could only be recruited if they were 
aged 18 years or older. In addition, as the interviews and observations in this study were 
conducted by the researcher alone, who is only able to communicate in Arabic and English, 
the patients were only recruited if they are able to understand and communicate in Arabic, 
English, or both. Also, the study excluded participants who were joined with a family 
member because the researcher decided that opinions of the participant may be affected 
by the presence of the family member. Participants were assured of the confidentiality of 
the data collected for the period during the study. Sufficient time was given to each 
93 
 
participant to read and understand the information sheet and to decide whether to 
participate.  
3.8.2 Sample size   
In this study, six consultants in diabetes and forty of their patients were interviewed. The 
patients’ participants varied, in particular, regarding socioeconomic background as well as 
stage of illness. The number of patients recruited enhanced the potential for meeting a 
saturation point with the data collection. This range of participants was chosen due to the 
anticipated manageability for the researcher, while at the same time allowing for variations 
in responses. Silverman (2006) described the ‘saturation point’ as a point arrived at when 
the information that is being shared with the researcher becomes repetitive to the degree 
that the researcher can reasonably be confident that the inclusion of additional participants 
within the current sample is unlikely to generate any new ideas. However, one cannot 
assume data saturation has been reached just because one has exhausted the resources. 
Data saturation is not about the numbers, per se, but about the depth of the data 
(Burmeister & Aitken, 2012). For example, one should choose a sample size that has the 
best opportunity for the researcher to reach data saturation. A larger sample size does not 
guarantee one will reach data saturation, nor does a small sample size—rather, it is who or 
that what constitutes the sample that is important (Fusch & Ness, 2015).  
3.8.3 Recruitment method 
When the researcher was present in the clinic, the patients who met the selection criteria 
were invited to participate in the study by their nurse or physician. Patients who were willing 
to participate were contacted by the researcher, who provided information to the patient, 
both orally and written. This first contact, due to the patient’s vulnerability, serves as a way 
of establishing a relationship in which the informants could feel safe and ask questions 
(Lindberg et al., 2013). The recruitment process is illustrated in Figure 4.  
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19 patients deemed ineligible by the 
researcher  
Not coming for a consultation (n=6) 
Not diagnosed with diabetes (n=8) 
Not Type 2 diabetes (n=5) 51 patients approached in 
the clinic 
40 patients recruited   
6 patients refused to 
participate  
3 patients < 18 years 
2 patients excluded due to 
presence of family member 
70 patients identified in the 
clinical register as eligible for 
the study   
The researcher met prospective patient participants in the waiting areas at the clinic and 
explained the nature of the study while the patients were waiting for their appointments. 
Once agreement for participation had been given, each participant was verbally informed 
that they could ask questions at any time and that they had the right to withdraw from the 
study without giving any reason (refer to Appendix H). All patients received a copy of the 
participation information sheet. Most patients preferred to conduct the interview before or 
after their appointment with the doctor, while other patients preferred to conduct the 
interview while they were waiting for their prescriptions to be dispensed. All interviews were 
conducted in the clinic and the researcher was careful to obtain the appropriate place for 
their conduct, which was a room that was unoccupied during the unit working hours.  
 
3.8.4 Data collection procedure 
A pilot study of two patients was conducted to examine the accessibility of the population, 
timeframe, quality of recordings, and participants’ understanding and interpretation of the 
purpose of the study and research questions, respectively. 
Informed consent was obtained; demographic data were gathered on a participant’s age, 
gender, education, marital status, and duration of diabetes; and data resources including 
demographic sheets and interview transcripts were coded. 
  
   
 
 
 
 
 
 
Figure 4 Recruitment process. 
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With permission from the respondents, all interviews were tape-recorded and transcribed 
verbatim by an online transcription service. Recruitment of the consultants was 
straightforward as there were six consultants currently working for the diabetes unit in which 
all agreed to participate. Two consultants chose to be interviewed in their main office in a 
different building in the hospital. One consultant chose to be interviewed via phone. The rest 
were interviewed in the unit at a convenient time for them. The interviews were run based 
on an open-ended semi-structured format with some probes and prompts in order to obtain 
the fullest account possible from each individual interviewee. 
3.8.5 Conduct of interviews  
Before commencing the interview, the researcher explained briefly the nature of the study, 
gave patients a chance to ask any questions, and assured them that their participation was 
voluntary and that they could withdraw at any time without giving any explanation. Some 
patients may not disclose certain issues, such as low compliance, if they feel their doctors 
might know about it. Thus, to minimise social desirability bias and ensure that participants 
would discuss their feelings truly and comfortably, the researcher reassured the participants 
about the confidentiality of procedures and the independence of the researcher.  
In order to obtain rich information, the researcher also clarified to the participants that the 
aim of the study was to investigate their views and experiences in regard to diabetes self-
management and that the main focus of the research was to explore the issues they 
experience with their consultants and the system in general. Participants were also reassured 
that their participation would not affect the care services they received because their 
responses would be anonymous and would not be communicated to the consultants. Then, 
all participants were given a consent form (see Appendix I), to confirm their readiness to take 
part in the study and to acquire their approval for being interviewed and audio-recorded as 
well as permission regarding the use of the data collected for research purposes. The average 
duration of the interview was anticipated to be 30 to 45 minutes based on the participants’ 
views and experiences. (Patient characteristics are demonstrated in Table 1 section 4.3.1) 
Audio-recording was employed to facilitate data analysis. The researcher followed the 
interview schedule as a guide throughout the interview. However, it should be noted that 
participants were allowed to talk freely and following the particular sequence of the 
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questions, during which time, topics could be explored further or separately according to 
issues raised by participants. The researcher took handwritten notes throughout the 
interview, reflecting on the participants’ responses and any facial expressions and body 
language of the participants, which were taken into consideration in the data analysis 
process. Generally speaking, participants were happy to cooperate, including regarding being 
interviewed and tape-recorded, with the exception of a few patients who chose not to take 
part in the study. 
A total of forty interviews were conducted with patients. Thirty-seven of them were 
conducted in Arabic according to patients’ preferences. These interviews were analysed in 
Arabic using NVivo and the codes that were initiated were then written in English because 
the NVivo software did not have a feature to support coding in Arabic so, for practical 
reasons, the researcher had to code in English. Three interviews were conducted with 
patients in English according to their preferences and these were also analysed in English 
using the NVivo software.  
The timeframe for the data collection was three months (July 2017–September 2017). 
Interview with consultants 
During the clinic working hours, the researcher approached the consultants and explained to 
them about the purpose of the study and the value of their participations. The consultants 
were asked during the interviews to provide their views and experiences regarding their 
approach to consultations with their patients and to highlight the main barriers and 
facilitators to effective communication from their point of view. Questions asked during the 
interviews were related to aspects of patients’ self-management and the relative importance 
of the doctor–patient relationship in decision-making related to the treatment and 
management of type 2 diabetes. At the end of the interviews, the researcher thanked the 
consultants for their participation and for their time. The researcher took hand-written notes 
throughout the interview of some points that were highlighted by the consultants. All 
interviews were conducted by the researcher and the audio-recordings were sent to a 
certified transcription service to be transcribed due to time constraints. The researcher 
reviewed all transcripts by listening to the audio-recordings and checking the accuracy of the 
transcription; this was also used as a way to familiarize and engage with the data.  
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3.8.6 Challenges during recruitment and data collection 
Generally, the conduct of the interviews with patients went well. I built effective rapport; the 
participants were happy to participate and talked about their experiences and concerns 
freely; and, in most cases, the interviews were interactive. This was particularly the case with 
the female participants because, in the Saudi culture, women are more comfortable when 
speaking to other women about their worries and issues as opposed to the male patients, 
who in some cases seemed a little awkward and were not as expressive during their 
respective interviews possibly due to the fact that I am female. In some cases, the interview 
was paused briefly because patients were called to collect their prescriptions, called to see 
the consultant, or received phone calls during the interview. In such instances, the researcher 
switched off the audio-recorder, waited until the patient finished, and then completed the 
interview with further audio-recording. A few female patients had to leave before completing 
the interview, as their husbands were not willing to wait until we finished. This was a 
shortcoming that should have been anticipated, as interviews with patients were conducted 
at the health care premises while they were visiting their clinicians. 
As for the interviews with consultants, the researcher experienced difficulties in arranging 
appointments for conducting the interviews, as the consultants had very busy schedules due 
to staff shortages and their commitments to other work such as teaching or working at private 
clinics. This, in turn, caused a delay in the data collection process, as the researcher had to 
conduct the interviews according to the consultants’ availability, which was late in the data 
collection timeline; however, this ultimately turned into a positive strength in this study as, 
when some of the consultants were interviewed, the majority of patients interviews had 
already been conducted, so the researcher had an idea of the patients’ views and concerns, 
which helped the researcher to enrich the discussions with the consultants while maintaining 
the privacy and confidentiality of the patients.  
3.9 Data analysis    
Qualitative data were examined and thematically coded to analyse stories that were gathered 
from the pilot and main study interviews. According to Dey (1993, p. 31), the core of 
qualitative data analysis lies in the processes of describing a phenomenon, classifying it, and 
discovering how its concepts interconnect. Thematic analysis can be defined as follows: 
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‘[a] process for encoding qualitative information that may require an explicit “code”, 
wherein this may be a set of themes; a compound model with themes, indicators, and 
qualifications that are indifferently related; or something in between these two forms’ 
(Boyatzis, 1998, p. 4). 
Inductive thematic analysis by Braun and Clarke (2006) was applied to the data. Thematic 
analysis involves the search for and the recognition of common threads or patterns within the 
data (Bowen, 2006; Braun & Clarke, 2006).  
Given that this is an understudied topic in Saudi, it was important to avoid utilising an a priori 
set of assumptions or models prior to conducting the interviews, which the more deductive 
methods call for (Thomas, 2006). Therefore, using a more inductive approach placed the 
participant rather than the researcher as the expert, and this allowed for a more accurate, 
bottom-up interpretation of the codes and emerging themes in the in interviews.  
The specific procedures used were in accordance with Braun and Clarke’s (2006) guidelines. 
These are summarised in Figure 5. The NVivo Qualitative Analysis software (QSR International, 
Melbourne, Australia) was used to facilitate data management, coding, and analysis. 
Field notes from each interview were written up during and after the interview immediately 
by hand. (An example of the field notes of one of the interviews is included as Appendix M). 
Writing field notes—as Patton (2002), Parahoo (2006), and Ross (2012), among others, 
advise—enabled the capture of an overall sense and context of the interview and the quick 
identification of any key issues that had to come to light during the interview. These notes 
were taken into consideration throughout the analysis process. 
The collected qualitative data were transcribed and coded, then segregated into meaningful 
units. The researcher also identified patterns within the data and synthesized these findings 
to address the research questions. 
The transcription of the data was undertaken firstly in Arabic in order to quote data extracts, 
and then relevant parts of the transcript were translated into English, transcribing verbatim. 
The interviews of each participant took more than two days to transcribe for many reasons, 
such as the participants talking about unrelated topics. To secure the confidentiality of the 
interview data, I conducted the transcription in a private room.  
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For the purpose of data analysis, I read through my field notes and listened to the audiotapes 
of each interview several times so that I could transcribe the participants’ speech precisely 
and to create a full-verbatim transcript of the interviews in Arabic. By repeatedly listening to 
the tapes, I was able to derive themes that I could classify the data against, looking for 
repetitive words and topics used by each participant. By immersing myself in the transcripts, 
I became deeply familiar with the nuances and social contexts of each participant. To ensure 
that I kept the essence of this study, I constantly went back to the research questions and 
aims to ground myself as to what the study had set out to achieve. This process allowed me 
to become familiar with the data and note important information when I was transcribing the 
interviews. As I listened to the tapes, I noted comments and issues as they occurred and 
organised them into recurring themes from more than one participant. These common 
themes meant that a pictorial image began to emerge of what factors participants found both 
facilitated and challenged the communication process during medical encounters. 
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The analysis and interpretation of qualitative data collected in this study followed well-
established procedures for the rigorous analysis of data collected through semi-structured 
interviews. The interview data were analysed using thematic analysis as broadly proposed 
by Braun and Clarke (2006). van Manen’s (2016) description of thematic analysis was 
applied to grasp the meaning and formulate thematic aspects of the phenomenon. 
Examples of what the researcher was looking for in the interviews at this stage of 
familiarization with the data were, for example: ‘what questions were asked by the 
patients?’, ‘to what extent did the patient engage with the doctor?’, ‘what information did 
the doctor give and how was it received?’, and ‘to what extent does the patient think the 
doctor understands him as a person and recognizes his/her values and needs?’ The 
 
Figure 5 Overview of thematic analysis approach described by Braun and Clarke (2006). 
Becoming 
familiar with 
data
•The researcher read and re-read all transcripts multiple times and at multiple stages to 
familiarize herself with the data.
Initial coding
•The researcher systematically identified units of meaning in the data and then named and 
defined these units or "codes" in Nvivo.
Identifying 
themes 
•The researcher searched for patterns in data and organised codes into larger themes. 
Defining/ 
naming 
themes
•Researcher engagaed in an ongoing process of generating and refining theme descriptions, 
revising descriptions, and exploring variation and relationships between concepts. 
Throughout process,  input from supervisors was sought for guidance and advice and 
themes were discussed in relation to the research questions. 
Reviewing/ 
validating 
themes
•The researcher checked that data elements supported identified themes, explored 
variation accross the dataset for each theme, identified relations between themes, and 
determined most salient themes.
Reporting 
analysis
•The researcher worked iteratively to select representative data elements to support 
themes and synthesize narrative to address research aims and objectives. 
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interviews were coded using line-by-line coding on the NVivo software, then higher-level 
codes were generated and grouped into categories. Using a software such as NVivo is useful 
for managing large amounts of data and to assist in the handling, storage, and management 
of the data as well (Bringer et al. 2004; MacMillan & Koenig 2004; Silverman 2010). 
However, it must be recognised that the software is incapable of understanding text and 
cannot replace the analytical skills of the researcher (Houghton et al., 2016). The meanings 
of the text were then condensed by the researcher. Furthermore, condensed sentences or 
clusters of sentences were carefully read and reflected upon, and the meaning was 
interpreted by asking what they revealed about the nature of the consultation as seen from 
the researcher’s perspective. Preliminary codes were formulated for each interview. These 
were reviewed and refined from all of the interviews (Braun & Clark, 2006) by a process of 
cross-checking against data extracts in order to account for areas of agreement and 
disagreement. Finally, by relating back to the research questions, a thematic map was 
generated, consisting of themes and subthemes. These informed the conceptual basis for 
the interpretation, which will be presented in the findings chapter of this thesis. The final 
phase was a synthesis of themes. This involved exploring the relationship of the themes to 
each other and to the socio-cultural context where they emerged (Crowe et al., 2015). It is 
at this point that, the presentation of that, the process shifted from a descriptive process to 
an interpretive process to identify meanings embedded across the data and what Braun and 
Clarke (2006) describe as making an argument in relation to the research question and the 
actual context. Then, the meanings found from the participants experiences were described 
in a meaningful text organised in themes and illustrated with quotes. The quotes that are 
presented in the thesis were selected as typical of the perceptions and experiences 
recorded. They are not, however, statistically representative of a larger population.  
Thematic analysis is a tool used by researchers from various fields, including physics, cultural 
anthropology, and sociology. It can be defined as ‘a process for encoding qualitative 
information’ (Boyatzis, 1998, p. vi and 6). As its name describes, the objective is to identify 
themes that are considered of sufficient significance for the understanding of the 
phenomenon under study. Themes or patterns within data can be identified in one of two 
primary ways in thematic analysis: in either an inductive or ‘bottom-up’ way or in a 
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theoretical or deductive or ‘top-down’ way (Boyatzis, 1998, p. 30; Braun and Clarke, 2006, 
p. 12).   
An inductive approach means that the themes identified are strongly linked with the data 
themselves (Patton, 1990) (as such, this form of thematic analysis bears some similarity to 
grounded theory). In this approach, if the data were collected specifically for the research 
(e.g., via interview or focus group), then the themes identified may bear little relationship 
to the specific questions that were asked of the participants. They would also not be driven 
by the researcher’s theoretical interest in the area or topic (Braun & Clarke, 2006). Inductive 
analysis is therefore a process of coding the data without trying to fit it into a preexisting 
coding frame or the researcher’s analytic preconceptions. In this way, this form of thematic 
analysis is data-driven. With the inductive approach, the themes are generated almost 
exclusively from the data itself, avoiding the influence of the researcher’s own theoretical 
interest in the subject. It can even result in a substantive distinction between the patterns 
and the original research question posed to respondents. Ultimately, the researcher is able 
to formulate theories after an analysis of the findings. However, it is important to note that 
researchers cannot entirely free themselves of their theoretical and epistemological 
commitments and data are not coded in an epistemological vacuum.  
Thematic analysis is a technique or method for identifying and interpreting patterns of 
meanings (or ‘themes’) in qualitative data. It was chosen to be the method of analysis for 
this thesis due to its flexibility. Some methods of qualitative data analysis (e.g., 
Interpretative Phenomenological Analysis, narrative analysis, discourse analysis) are better 
conceptualized as methodologies, as they come ‘ready-packaged’ with a set of theories, 
appropriate questions, and ideal methods for data collection. Thematic analysis, on the 
other hand, can be flexibly applied within any of the major ontological, epistemological, and 
theoretical frameworks underpinning qualitative research, from realism and essentialism to 
relativism and social constructionism. Thematic analysis can be used to answer most types 
of research questions that are of interest in qualitative research. Thematic analysis has no 
unbuilt restrictions with regard to the size of data (Braun & Clarke, 2006).  For this reason, 
thematic analysis has been chosen to be the method of analysis for this thesis. Among the 
different data analysis methods, thematic analysis was chosen in order to conduct a data 
analysis of the interview findings.   
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3.10 Translation of data collection instruments and data extracts  
Health and illness in Arabic society are strongly influenced by tradition, culture, and religious 
conviction (Ypinazar & Margolis, 2006). Therefore, the interview data on this topic elicited 
lengthy descriptions of the participants’ experiences, which was challenging to translate 
without influencing the analysis process. Studies suggest that the translation process of 
interviews can impact the trustworthiness of qualitative data (Al-Amer et al., 2016). Language 
differences may have consequences, because concepts in one language may be understood 
differently in another language. This is particularly the case in qualitative research, because 
it works with words—that is, language in this kind of research is central in all phases ranging 
from data collection to analysis (van Nes et al., 2010). With participants and the main 
researcher speaking the same language, no language differences were present in data 
gathering, transcription, and during the first analyses, because usually the first coding phase 
stays closely matched with the data itself. The first language differences may occur when 
interpreting the data and translating the quotes of participants (van Nes et al., 2010). The 
translation of quotes poses specific challenges, because it may be difficult to translate 
concepts for which specific, culturally-bound words were used by participants. Challenges of 
translation may even occur when support of a professional translator is involved. For 
example, in this study, participants used the word ‘Insha’Allah’ in most of their sentences, 
which is one of the most frequently used Arabic expressions or verbal appendages for ‘if God 
wills’: it expresses the belief that nothing happens unless God wills it and that his will 
supersedes all human will. This phrase is part of every Muslim’s daily vocabulary, as we are 
taught by Islam not to make definite statements about the future, since only God knows what 
will happen. This, however, does not indicate that a person will not do his/her best to get the 
job done or achieve a certain outcome. Therefore, translating the word ‘Insha’Allah’, only as 
‘if God wills’ would reduce the meaning and give a negative impact instead of a positive one. 
Special attention is needed when such phrases are translated, either in quotes or in the 
findings. 
Since the interview schedules were developed in English to facilitate discussions with the 
research team but would mostly be administered among Arabic-speaking populations, as 
Arabic is the native language of Saudi Arabia, verbal translation of the questions during the 
interview to further explain them to the participants was necessary in certain cases. However, 
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this did not affect the fluency of the research nor the quality of the collected data because 
Arabic is also the native language of the principal researcher, who was able to collect the data 
herself without the need of a translator.  
In addition to this, as stated in the data analysis section of this chapter, data were analysed 
in Arabic to avoid limitations, as the participants used culturally-bound words and metaphors, 
where, if translated, the meaning might be affected (van Nes et al., 2010). Then, the verbatim 
quotes from the patients’ transcripts that mostly reflected the themes and subthemes were 
translated to English by the principal researcher to be added to the thesis. Importantly, when 
translating a metaphor, the differences in the social context, cultural beliefs, and linguistic 
discourse among different Arabic speaking communities are often of significance, because 
human experiences are classified differently in different cultural contexts. To reduce the 
potential loss of the Arabic narrative data in cross-language research, the researcher stayed 
as close as possible to the data and maintained records to support the rich descriptions of 
what was observed and felt during the interview process. The aim of the translation was to 
convey the meaning of the experience rather than a concrete written text. 
Various translation methods may be applied, but the challenge is to produce a 
comprehensible translated tool that is as close to the original instrument as possible 
(Esposito, 2001). In this study, the parallel blind technique was adopted. This method includes 
the translating of an instrument to the target language by two translators independently, 
who compare their translation results with each other, looking for any discrepancies and then 
settling on one version (Hambleton & Patsula, 1998). Since the method requires translators 
to work in parallel, it is practical, fast, and has the advantage of obtaining an accurate 
translation. Therefore, the interview schedules were translated from English to Arabic by the 
main researcher, who shared the participants’ language and understood the cultural context 
of the study. Additionally, with regards to the data transcripts, the assistance of a certified 
translation service which uses translators that are competent in the Arabic language was 
additionally sought. Subsequently, the two translated schedules were reviewed and 
discussed between the translator and the researcher, who agreed on the best translated 
version. Some discrepancies were noted and resolved through discussions. This particularly 
would not have been achieved using other methods of translation such as back-translation, 
which is time-consuming and has several limitations (Behling & Law, 2000). It is argued that 
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the general conception of back translation assessment (BTA), which is based on a close 
relationship between the original and the back translation version, is inappropriate if cultural 
adaptation – i.e. intentional modifications to items going beyond translation – is the only 
means to produce a valid measure for a new language and culture (Behr, 2017). Furthermore, 
back translations increase the costs of the whole process of transferring an instrument from 
one language and culture into another language and culture (Hall et al., 2018). 
3.11 Quality, rigour, and trustworthiness of the data 
Lincoln and Guba (1985) refined the concept of trustworthiness in research by introducing a 
number of criteria to evaluate qualitative research. These include credibility (truth or 
believability of the findings from the participants’ standpoint), transferability (the extent to 
which the findings can be transferred to similar contexts), dependability (consistency among 
the same findings obtained over time), and confirmability (objectiveness of the findings) 
(Lincoln & Guba, 1985; Klenke, 2008; Schmidt & Brown, 2011). The procedures for fulfilling 
the trustworthiness criteria are familiar to many, even those who prefer either epistemology 
or ontology, as they rely on methodological arguments and techniques (Green, 2000). 
Although thematic analysis as documented by Braun and Clarke (2006) was presented in this 
thesis as a linear, six-phased method, it is actually an iterative and reflective process that 
develops over time and which involves a constant motion of moving back and forward 
between phases.  
The researcher here used field notes to document participants’ observed emotions, body 
language, facial expressions, and other nonverbal responses they sometimes displayed 
during the interviews. Field notes were taken by the researcher during and after each 
interview to enable reflection and support data analysis (Legard et al., 2003). Another step 
to further ensure the credibility of the findings involved asking the participants to verify any 
ambiguity or vagueness of phrases and/or expressions.  
To ensure rigour in this study, the methods described in this chapter were constantly and 
systematically followed in all steps of the research. Data were collected methodically, and 
the researcher paid special attention to the crucial nonverbal cues and utterances that 
interviewees sometimes displayed by recording field notes to capture those responses and 
incorporate them in the analysis of the data. In a similar way, gathered data were 
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systematically analysed and interpreted; a clear account of the analysis was previously 
provided in this chapter.  
In terms of quality and trustworthiness, four random selections of interview transcripts were 
translated to English through a certified translation service and then coded by the 
researcher’s supervisors, and these codes were compared between the Arabic and the 
English transcripts of the same participants. Also, to add an extra step of validation, two 
Arabic transcripts were coded by the research’s co-supervisor, who has Arabic as her native 
language, and these codes were compared with the researcher’s codes. In addition to this, 
four Arabic transcripts (10% of the sample), selected randomly from the dataset, were 
translated through a certified translation service and then coded by the researcher, with the 
codes subsequently compared between the Arabic and the English transcripts of the same 
participants as a way of applying the parallel blind technique translation method. The use of 
a competent translator is crucial in maintaining the integrity of interview data through the 
translation process and in addressing the complexity of language differences in cross-
language research (Al-Amer et al., 2014). 
3.12 Data management  
After coding in NVivo and due to the extensive amount of data collected, it was necessary to 
undertake some organisational steps for the sake of reducing the data. This stage acted as a 
systematic sifting of the data. Hence, a sample of 10 interviews was randomly selected from 
NVivo. Then, those transcripts were printed, read repeatedly, and coded manually to define 
recurring themes. Next, initial codes were attached to chunks of varying-sized phrases, 
sentences, or whole paragraphs and then text relevant to each code was highlighted. Codes 
can be defined as tags or labels for allocating units of meaning to the descriptive or inferential 
information compiled during a study (Basit, 2003). An example of a coded transcript is shown 
in (Appendix L) This process served as a reassurance for the coding process done in NVivo 
software and to make sure the themes accurately reflected the meanings evident in the 
dataset as a whole.  At this point, inadequacies in the initial coding and themes were revealed 
and so the initial thematic map required various changes in order to represent the data more 
accurately. For example, during this phase, it was evident to the researcher that some themes 
did not have enough data to support them or that the data were too diverse. Some 
subthemes seemed to cluster together, while others needed to be broken down into separate 
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themes. Conceptually, similar themes or subthemes were grouped together under higher-
level descriptive concepts called overarching themes. For example, the subtheme cultural 
and social influences was dropped from under the theme beliefs about the disease because 
the researcher felt that there were not enough data to support it.  
According to Braun and Clarke (2006), the need for recoding from the original dataset is to 
be expected, as coding is an ongoing organic process. This clearly illustrates that coding 
involves not just premeditation (Basit, 2003) but also reflexive and reflective activity. As Miles 
and Huberman (1994) contended, ‘codes will change and develop; other codes flourish, with 
too many segments getting the same code, thus creating the familiar problem of bulk, calling 
for breaking down codes into sub-codes’. It is necessary to note that, although using a 
computer software program may be helpful to organize and examine large amounts of data, 
they are not generally capable of the intellectual and conceptualizing processes required to 
transform data, nor can they make any kind of judgment (King, 2004; Thorne, 2000).  
 
3.13 Ethical considerations  
Ethics, according to Saunders et al. (2009), can be defined as ‘the appropriateness of the 
researcher’s behaviour in relation to the rights of those who become the subject of a 
research project, or who are affected by it’ (p. 600). A number of ethical considerations are 
likely to arise throughout all phases of research, from choosing and formulating the research 
topic to writing up and reporting on the findings of the research, passing by designing the 
research and collecting, processing, storing, and analysing the data. These ethical issues 
require special consideration. Along with being methodologically sound, research must be 
morally defensible (Creswell, 2003; Gomm, 2004; Saunders et al., 2009). In the current 
study, the following ethical issues were considered.  
At the start of the research, ethical clearance was obtained from both the University of 
Surrey’s Ethics Committee and the Imam Abdulrahman Bin Faisal University’s Institutional 
Review Board, which is the supreme authority responsible for reviewing health care–related 
research for staff within the hospital under study. (The letters of approval are presented in 
the Appendices). 
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Separately, participants were assured of their anonymity and confidentiality. Identities of 
study participants remain unknown; their names were substituted for with codes instead as 
a form of identification. Also, a consent form was given to the patients and consultants to 
sign to participate in this study. An informed consent statement was read to all participants 
at the beginning of each interview. The statement, which was written in language 
appropriate for the participants, explained the nature and purpose of the research and the 
research procedures and asked for potential participants’ consent to participate. 
Participants were included in the study after verbal consent. The information provided by 
the study participants was handled in a confidential manner (Britten et al., 1995; Gomm, 
2004; Saunders et al., 2009). 
It was made clear to participants that their participation in this study was voluntary and that 
they were free to participate or not to participate as desired. Additionally, they were advised 
of their right to withdraw at any stage of the research, particularly based on grounds 
regarding concern for their wellbeing should they have continued to participate. According 
to Gomm (2004) and Saunders et al. (2009), nonmaleficence is an important issue in 
conducting research. 
Some participants accompanied by a member of their family were excluded from the study 
because their opinions might be altered or changed due to the presence of other people in 
the interview. Also, an incidence occurred where one patient was distressed and feeling 
emotionally unable to pursue the interview; therefore, this individual has withdrawn from 
the study. 
The research complied with the University of Surrey’s policies, guidelines, and standards for 
good practice in data storage and management throughout the lifecycle of the research 
project to ensure that the integrity and confidentiality of the data were maintained. The 
researcher used a laptop computer to save the audio-recordings, transcripts, and any 
documents related to the study’s participants in an organised manner, which were all 
protected by a password. This laptop was password-protected and was only used by the 
researcher herself. An encrypted area was created on the laptop where all the data were 
securely stored (Data Protection Act, 1998). The interviews were recorded using a password-
protected digital recorder, which was kept in a locked cabinet only accessible by the 
researcher, and were downloaded directly onto the laptop.  
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Audio-recordings were transcribed and anonymised such that identifiable information was 
changed into numerical codes. Participants were assigned a participant number and details 
pertaining to each participant were held by the researcher and stored in a locked filing 
cabinet, in accordance with the Data Protection Act (1998) code of practice. The 
participants’ identities are protected within the final written report of this research through 
the use of numbered labels. 
Data were secured against unauthorised or unlawful access, accidental loss, and damage in 
compliance with the Data Protection Act (1998), to which Surrey University adheres. For the 
purposes of the Data Protection Act (1988), the data controller is the University of Surrey. 
All information given will be anonymised so that those reading reports from the research 
will not know who has contributed to it. Data storage will be stored for ten years and secured 
according to the University of Surrey Good Research Practice. 
3.14 Chapter summary  
In this chapter, a detailed description of the research design and methodology was 
discussed. The research context was also briefly explored. This chapter furthermore 
discussed and justified the adoption of an interpretivist research philosophy and the use of 
a qualitative phenomenological approach, while also providing information on how the 
research was carried out and how the data were analysed. The present research analysis is 
based on an iterative process using inductive approaches.  
The data used herein were collected from one of the government hospitals in Eastern 
Province, Saudi Arabia using semi-structured interviews to gather information about 
patients’ and clinicians’ experiences with medical encounters and communication about the 
treatment and management of T2D. The methods of sampling, data collection, and data 
analysis used were also discussed and the rationale behind choosing these methods was 
explained.  
The use of qualitative methods provided a rich source of information, and the qualitative 
data gathered during the interview process were analysed using thematic analysis. 
Additionally, the measures taken to ensure trustworthiness and rigour as well as the ethical 
considerations relating to the study were described.  
In the following chapter, the findings of this study will be presented and discussed.   
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Chapter 4: Findings and Discussion I 
4.1 Introduction 
Chapter 4 and 5 presents the findings from the semi-structured interviews with consultants 
and patients from a diabetes clinic in the Eastern Province of Saudi Arabia, focusing on 
patients’ experiences of healthcare services and their journey with diabetes within the 
doctor-patient relationship. The knowledge gap (previously identified in the Introduction 
chapter) that this thesis set out to address was that patients values and preferences are not 
being considered within routine care. This study moved the field forward by filling the 
knowledge gap as it pertains to explore what it means to people with T2D to be involved in 
decisions about their treatment and management and how it is negotiated and 
communicated within the framework of evidence-based practice.  
With this in mind, these chapters connect the description of experiences of participants to 
the existing literature and consider these within particular theoretical standpoints. They 
discuss the research findings associated with each of the research questions and critically 
examine these findings in relation to the current literature. (See research questions in section 
2.9) 
This chapter begins by presenting the descriptive and demographic data of the study 
participants. The findings from the thematic qualitative analysis are then briefly presented 
and discussed. The data analysed revealed two overarching themes relates to doctors’ and 
patients’ experiences in engaging patients in medical communication with regards to 
treatment and management of type 2 diabetes. The methodological process of coding and 
identifying themes is described in section 4.2. Finally, in chapters 4 and 5, the themes and 
subthemes will be presented and discussed:  
4.2 Methodological approach and analysis 
All interviews were transcribed verbatim, qualitative data were examined and thematically 
coded to analyse stories that were gathered from the pilot and main study interviews. A 
detailed explanation of this analytic approach is provided in the preceding chapter (Section 
3.9). The NVivo software program (version 11) was used to categorize the identified codes, 
as described in the previous chapter. 
111 
 
Essentially, the findings of the study reflect the experiences and views of participants in 
respect of communication and negotiation of treatment and management of type 2 diabetes 
and the impact that has on patient engagement in self-care behaviour. As interviews and any 
qualitative data collection will result in large amounts of data, not all collected data is 
relevant. Thus, the focus was on exploring and analysing data that is relevant in addressing 
the research aim and the subsequent research questions. 
To provide context to the findings of this research, the next section introduces the 
background of the study participants and the setting in which the study was conducted. 
 
4.3 Descriptive Data 
Forty-six semi-structured interviews were conducted with patients and their consultants in a 
diabetes centre at a teaching hospital in Saudi Arabia. Forty patients and six consultants 
agreed to participate in the study. Theoretical data saturation was reached after inclusion of 
forty patients differing in country of origin, age, educational level and duration of diabetes 
(see table 1). 
 
Participants demographic characteristics 
4.3.1 Patient characteristics 
 
Table 1 summarises the demographic characteristics for the patient participants in this study. 
The majority of participants were Saudi. Five patients were non-Saudi (Two Jordanian, two 
Philippinos, and one Indian). Of the forty participants, (n= 26) were woman and (n= 14) were 
men.  
 
 
 
 
 
112 
 
 
Table 1 Demographic characteristic of patient participants involved in interviews 
Sociodemographic and clinical variables Patients 
 Numbers % 
Gender 
                            Male 
                            Female 
                            Total 
 
  14 35 
  26                              65 
  40                              100 
Age Group (years) 
                            <40 
                            40-50 
                            >50 
                            Total 
 
  5                                12.5 
  10                              25 
  25                              62.5 
  40                              100 
Nationality 
                            Saudi 
                            Non-Saudi 
                            Total 
 
  35                               87.5 
  5                                 12.5          
  40                               100 
Level of Education 
                            High School or less 
                            Diploma 
                            University degrees  
                            Total 
 
  13                               32.5 
  4                                 10 
  23                               57.5 
  40                               100 
Marital Status 
                            Single/never married 
                            Married 
                            Separated/divorced 
                            Widowed 
                            Total 
 
  3                                  7.5        
  35                                87.5 
  0                                  0 
  2                                  5 
  40                               100                
Current Employment  
                            Working full time 
                            Working part time      
                            Not employed/retired/home duties 
                            Total 
 
 15    37.5 
  2                                5 
  23                              57.5 
  40                              100 
Duration of Diabetes (years) 
                             <5  
                             5-10  
                             >10 
                            Total 
 
  3                                7.5 
  11                              27.5 
  26                              65 
  40                              100 
Type of Current Treatments 
                             Oral Hypoglycaemic agent 
                             Insulin Injection 
        Combination of both (oral & insulin injection) 
                             Total 
 
  12                              30 
  19                              47.5 
  9                                22.5 
6                             100 
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4.4 Hospital context and process 
The diabetes outpatient clinic of the University Hospital under study is a specialized centre 
for the management and follow-up of individuals with diabetes located in teaching hospital 
in the Eastern Province of Saudi Arabia. This hospital is one of the leading government 
healthcare facilities that provide free care services for all Saudi citizens. The diabetes centre 
within the hospital provides health care services for individuals with type 2 diabetes with a 
multidisciplinary approach which includes: diabetes educator, dietician, ophthalmologist, 
and podiatrist. The clinic is located within a University Public hospital that provides services 
to the University staff as well as the local population. The University Hospital has grown and 
developed for over 30 years into the leading health care and research institution in the 
region, providing the ultimate in-patient care combined with advanced diagnostic 
technologies. The experienced medical professionals are highly trained experts who care for 
patients, act as teachers for the numerous medical and graduate students as well as 
researchers focused on conquering disease. Medical Services available at the hospital are: 
Intensive Care Unit, Coronary Care Unit, Cardiac Catheterization Unit, Health Education Unit, 
Neonatal ICU, Pediatric ICU, Cardiac Laboratory, Respiratory Care Services, Operating Rooms, 
Burn Unit, Outpatient Department, Gastroenterology Unit, Dialysis Unit, Kidney Stone 
Fragmentation Unit, Neurological Diagnostic Laboratory, Labor and Delivery Rooms, 
Emergency Room, Employee Health Services, Sports Injuries and Arthroscopic Surgery Clinic, 
Dietary/Food Service Department, Laboratory and Physiotherapy Department. Also, within 
the hospital is Directorate of Academic Affairs and Training which provides supporting 
services and programs that are vital for the development of skills and overall proficiency of 
employees in their respective units.  This department offers continuous medical education, 
post-graduate trainings, and life support programs which ensure vast learning opportunities 
and the continued professional growth of its employees.  Furthermore, as a leading training 
institution, it caters to support the dynamic learning needs of the undergraduates of the 
University affiliated to it and other universities, colleges or institutions in the kingdom. 
 
The number of patients with diabetes attending the clinic were about 20-30 patients per 
clinic. The length of the consultations were around 15 minutes. 
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4.4.1 Recruitment Process and Interview procedure: Clinicians 
Eight clinicians that run the clinic were initially approached and six agreed to participate in 
the study, four male and two females. Four clinicians were interviewed face-to-face which 
took place on the health premises. Two clinicians were interviewed by phone based on their 
interest, for which consent forms were signed in advanced in the clinic. The reason for 
preferring telephone interviews was due to the clinician’s busy schedule during working 
hours. To gather the clinicians’ characteristics and better understand their perceptions, two 
questions were asked. First, they were asked to introduce themselves and provide a general 
overview of their nationality, education, employment experiences and roles and 
responsibilities in their current job. Second, they were asked to discuss what their 
consultation techniques with their patients was in terms of self-management of their disease. 
Since the number of doctors participating in the study is small, their characteristics are 
summarised collectively (not individually) in order to maintain anonymity. The doctors were 
all consultants in Internal Medicine/ Endocrinology who have completed a fellowship in 
Endocrinology abroad. 
Generally speaking, all the consultants have a Fellowship in Endocrinology and American 
Board of Internal Medicine. To be a diabetologist, they all obtained the following: Bachelor’s 
degree in medicine, Internal medicine residency as well as undergoing two years of fellowship 
in diabetes.  
 
# of patients 2016 2017 
# of patients visited ER 
  234140 247331 
# of patients visited OPD 194063 216167 
# of patients admitted to the hospital 19291 20627 
 
 
 
 
 
Figure 6 Census 2016 and 2017 
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In the clinic under study, outpatient appointments for adults with type 2 diabetes were held 
four days a week. On Sundays, the consultations took place with consultants no. 3 and 4. On 
Mondays, with consultants no.1 and 5. On Tuesdays, with consultants no. 2 and 6. On 
Wednesdays, with consultants no. 4 and 5. On Thursdays, the clinic was open for individuals 
with type 1 diabetes who are dependent on the insulin pump. Patients were referred by 
primary care physician and generally met with consultants every 3 to 6 months depending on 
the severity of the condition (Figure 6 shows the census for 2016 and 2017 for the hospital 
under study).  
 
In chapters 4 and 5, the following main themes and subthemes will be presented and 
discussed:  
Theme 1: Beliefs about illness, treatment and role in decision-making 
This theme explains how patients’ beliefs and attitudes about illness, treatment and role in 
decision-making influence their engagement in self-care behaviours. These experiences can 
be both positive and negative and have serious implications for how patients’ respond to 
treatment recommendations.  Therefore, understanding common beliefs and perceptions of 
diabetes from the patient’s perspective can be identified and used to provide insight into how 
to improve the negotiation of treatment and management and provide a foundation for 
stronger collaboration. 
Theme 2: Nature and flow of decision-making  
This theme discusses the nature and features of the consultation and the process of 
negotiating treatment and management of diabetes from both the doctors’ and the patients’ 
perspective. This theme explores participants’ perceptions with regards to the process 
decision-making which, in turn, influence patients’ participation in treatment and 
management of their care. The key concepts incorporated within this theme are: enabling 
autonomy and empowerment, fear, stigma and blame, building a trusting relationship with 
patients, advice provided across the health care team and the consequences on treatment 
and management, and lack of continuity of care and system support. 
Themes and sub-themes are presented in the following figure. 
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Figure 7 Map of themes and sub-themes 
  
Patients and doctors beliefs and attitudes towards 
living with T2D and the impact of their beliefs on self-
care behaviour
Cultural, religious, and social influences 
Theme 1: Beliefs about illness, 
treatment and role in decision-
making
Theme 2: Nature and flow of 
decision-making
The dynamic aspects of doctor-patient relationship and patient 
self-management
Active listening and engagement in 
consultation
Advice provided across the health care team and 
the consequences on treatment and 
management
Enabling autonomy and empowerment
Building a trusting relationship with patients 
Lack of continuity of care and 
system support
Negotiating treatment and 
management with patients
Fear, stigma and blame
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4.5 Findings from the patient and consultant participants 
The analysis of the data revealed two major themes. Each theme represented an overarching 
subject that included several sub-themes which are shown in the previous map. Each theme 
and sub-theme will be described with extracts from the participants’ interviews used to 
highlight and support each theme. These themes are discussed below in order of what was 
most salient in participant’s experiences. 
 
Themes and dominant trends were identified across interviews. Themes and subthemes were 
used to organise the presentation of the results. The quotes included in the results were 
selected because they represented the overall meaning of participants’ statements. Extracts 
from the participants that are related to the themes/subthemes identified are presented and 
interpreted analytically. In the illustrative quotes below, clinicians are identified only by 
number to reduce the possibility of recognition. 
 
4.6 Theme 1 Patients’ beliefs about illness, treatment and role in decision-making 
Beliefs about the disease emerged as a theme from the findings, including aspects of the 
impact of the doctor-patient relationship as well as the patients’ engagement with self-care 
behaviours. The findings illustrate the participants’ beliefs about type 2 diabetes and its 
treatment and how that impacts their negotiation with their clinicians and their engagement 
in behaviours related to treatment and management of their disease. Understanding how 
people with T2D define and live with diabetes is important in order to gain a better idea of 
how they are managing and coping with their disease, and how the relationship they have 
with their doctors affects their engagement in self-care behaviours.  
This theme includes the following sub-themes: Beliefs and attitudes towards living with T2D; 
cultural, religious and social influences; and, the dynamic aspects of doctor-patient 
relationship with regard to patients’ perceptions of illness and role in decision-making. 
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4.6.1 Sub-theme 1: Patients and doctors beliefs and attitudes towards living with T2D and 
the impact of their beliefs on self-care behaviour 
This theme explains how patients’ beliefs and attitudes about illness and treatment influence 
their communication with their doctors as well as their engagement in self-care behaviours. 
The beliefs that people hold toward their current and future health, and their level of disease 
knowledge, are likely to modify the extent to which they engage in self-care behaviours (von 
Arx et al., 2016). Participants’ accounts of their illness were diverse. Most drew some 
differences between their experiences with health professionals and between what health 
professionals assume their patients’ experience was, particularly with regards to 
communication and perceived quality of care. 
Usually, I feel the consultations usually they go smoothly and the patients go out 
convinced with the treatment (Consultant no. 6) 
Some patient they feel comfortable, some patients not. Usually we have a good 
communication with the patients and that a lot of patients they have opportunity to 
give some information to us without a problem (Consultant no.3) 
On the other hand, the patients reported diverse opinions in relation to their communication 
with their doctors. Participants who reported positive experiences had linked their 
satisfaction with the consultation to several aspects, including doctors answering their 
questions, giving them specific details about their condition, feeling listened to and trust. A 
57-year-old patient commented:  
I discuss with my doctor about my concerns especially my nerve problems that I suffer 
from a lot and he gave me treatment for that. I ask him questions… and he answers 
me in specific details…he takes some time to discuss with me about my concerns or 
issues and I like that, I like to feel listened to…. I’ve known him for years now, I trust 
him (Male, aged 57, P8) 
In the above extracts, it is interesting to note the active voice this patient is using “I discuss”, 
“I ask”, this tone indicates that the patient feels in control of the discussion and shows 
awareness of his role in the medical encounter. Looking further into this patient, a 57-year-
old man, with a university degree education, and with diabetes for 30 years. From the analysis 
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of the data, it can be noted that this active voice as shown in the above extract was more 
dominant in participants with similar characteristics, they were mostly between the age of 
40-60, have a university degree and were diagnosed with diabetes for more than 10 years 
which means they are more experienced with the disease.  
…if I want to ask about something I ask and discuss (Female, aged 43, P4). [diagnosed 
17 years ago] 
…I start discussing and making sure I understand the new regimen (Male, aged 53, 
P14). [diagnosed 15 years ago] 
I started deeply discussing with him about medicines and I talked about some 
symptoms I am experiencing (Male, aged 56, P28) [diagnosed 25 years ago] 
when the dose does not work well for me, I will tell my doctor and ask him to change 
it (Male, aged 53, P14) [diagnosed 15 years ago] 
In the literature, however, the results of some studies suggest that patients’ preference for 
involvement in decision-making may change as their experience of their illness develops (Badi 
et al., 2019; Say et al., 2006). Butow et al. (1997) found that cancer patients attending their 
first consultation were more likely to seek greater involvement in decision-making than those 
attending a follow up. In contrast, Degner et al. (1997) reported that breast cancer patients 
who had been diagnosed for less than 6 months were less likely to prefer an active role than 
those who had been diagnosed for more than 6 months. Also, Mansell et al. (2000) found 
that patients with prior experience of severe heart disease wanted more involvement in 
decisions about future myocardial infarction than those who had had no or mild-to-moderate 
heart disease. According to Butow et al. (1997), patients were more likely to change over time 
towards a greater desire for involvement if they were having a routine follow-up rather than 
if their consultation involved discussing a significant change to their treatment. Similarly, in a 
study conducted by Kennedy et al. (2005), patients who were the most vulnerable to poor 
communication and lack of patient-centredness were newly diagnosed patients, those who 
described themselves as shy or unassertive patients who needed the doctor to instigate or 
encourage dialogue. Dissatisfaction arose for those who felt intimidated or let down 
emotionally when their disease became complex and difficult to control (Kennedy et al., 
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2005). This result was also found in the current study where patients showed resistance and 
fear of change when insulin treatment was raised with them in the consultation. 
my doctor told me that the tablets are not doing any good and I need to switch to 
insulin injections, I was very scared at first because I thought this means I am in an 
advanced stage of the disease… Then I refused to take injections…(Male, aged 60, P29) 
On a related note, a more passive voice was also observed amongst the older participants 
when asked about their involvement in decision-making. They seemed to prefer to take their 
doctor’s advice without negotiating or discussing with them. 
I don’t like to take long time with my doctor…I don’t have any issues… my diabetes 
status is pretty good…I don’t discuss anything…I am here just for the medications 
(Female, aged 85, P5) 
I never forget anything my doctor tells me, and he knows this, my doctor’s advice is my 
number one priority above anything else, if you are not going to follow the doctor’s 
advice why bother to come to the clinic then? (Male, aged 65, P3) 
This finding demonstrates the consultants’ observation of their patients, as most of the 
consultants commented, when asked whether their patients tend to participate in 
discussions regarding treatment and management, that their participation was minimal and 
more prominent in younger and middle-aged, educated patients with longer history of 
diabetes.  
Their involvement is minimal, they are willing but it is minimal (Consultant no.4) 
usually young or middle age, their understanding and participation is much better than 
the elderly patients. (Consultant no.1) 
This points to an interesting question: Are patients feeling empowered and encouraged to 
discuss and voice their concerns by their providers in medical consultations? This will be 
further explored in section 5.1.1 (Enabling autonomy and empowerment). 
However, emerging from the interviews, most patients talked about the discussions they had 
with their doctors in a way that gives an impression of a one-way conversation controlled by 
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the consultant. For example, a 51-year-old patient explained the process of consultation by 
using terms such as ‘he will tell me’, ‘he will reduce the doses’, he said: 
After seeing my blood results, the doctor will tell me if I am on the right track or he will 
tell me I need more exercise effort, or he will reduce the doses that I take or increase it 
depending on what he sees appropriate based on my blood results. (Male, aged 51, 
P32)  
This quote demonstrates a passive view of the patient towards his/her role in decision-
making. From the participant’s response, and others, it can be indicated that not much 
negotiation is happening between the doctor and the patient (Burke et al., 2006), contrary to 
what the consultant participants claimed to do. Given such findings, there is reason to believe 
that differences between doctors’ and patients’ responses may have existed due to different 
understanding of what constitute as negotiation and participation in decision-making. It is 
therefore imperative to understand and raise awareness about the communicative and other 
transaction processes that constitutes a collaborative decision-making process. Without such 
knowledge, the ability to assess the negotiation and communication dialogue within the 
doctor-patient relationship would be very limited because each group has different 
assumptions and views of what negotiation actually is and how to incorporate it within the 
medical encounter.  
Many participants expressed feelings of fear and concern when they first found out that they 
had diabetes. One participant said: 
They took some blood results and found my cholesterol levels were very high and the 
nurse asked me since when did you have diabetes? I told her I don’t have diabetes! She 
said yes you do, I was shocked (Male, aged 54, P11) 
 
On the other hand, some patients had expected the diagnosis and were not as surprised to 
hear about it. They knew that they were not eating healthy and that diabetes is hereditary in 
their family.  
To be honest with you I was expecting this diagnosis because I was eating lots of sugar 
(Female, aged 53, P7).  
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The patients who expected their diagnosis spoken about their involvement in negotiating the 
treatment and management of their diabetes with their consultant more skilfully and 
appeared to be more engaging in self-care behaviours since they were mentally prepared for 
this to happen. This could be initiated as a result of their feelings of guilt or blame toward 
their actions that led to their diabetes diagnosis. This was particularly the case in younger 
patients who had diabetes running in their family. According to participants’ responses, it 
seems that these patients were more likely to be actively involved in discussions with their 
doctors and had a well-based knowledge and background about diabetes and its treatment.  
 
We have a history of diabetes within our family… that is our problem, my mother and 
father are both diabetic and their families the same thing… I feel I have experience 
from all my clinic visits when I bring my mom and dad so I know what need to be done 
when certain things happen… I ask him [his doctor] too many questions… (Male, aged 
49, P34) 
This was in line with some of the doctors’ responses which demonstrated that patients with 
past history of diabetes in their family were more likely to voice their concerns, express their 
preferences towards treatment, and are more accountable in engaging in self-care 
behaviours. 
One of my patients who has a long history of the disease running in his family… he likes 
to discuss with me and asks me questions about his experience with diabetes, I feel he 
has good awareness of diabetes and more responsible due to his family history 
(Consultant no.1) 
This result is consistent with the findings of previous studies that suggest that having a family 
history of diabetes is associated with better awareness of diabetes risk factors, consuming a 
healthy diet, and participation in diabetes screening than those without a family history of 
the disease (Baptiste-Roberts et al., 2007; Rosal et al., 2011; Wolde et al., 2017). However, 
these results are inconsistent with other studies indicating that people with a family history 
of diabetes engaged less in self-care behaviours compared to people without family history 
(Tam et al., 2014). These findings also demonstrate that family history is related to greater 
stress, possibly due to caretaking responsibilities. 
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Emerging from the participants initial responses, when asked about their participation during 
medical encounters, many patients referred to terms such as ‘it depends on the doctor’ and 
‘the doctor decides’. Similarly, in a literature review conducted by Thorsen et al. (2001), it 
was demonstrated that simply asking people about their expectations of the consultation 
may not determine their actual purposes for seeing the clinician. This is in line with the 
findings of other studies that confirm that this is often the case in clinical reality (Cockburn 
and Pit, 1997). Previous studies argue that the patients’ view is not necessarily represented 
in what they answer when they respond to pre-formulated questions (Armstrong, 1984). 
Evidence articulates the need to conceptualise the components of the patient’s agenda more 
specifically and to elaborate conversational strategies to counteract the cultural assumption 
that the doctor already knows what is relevant for the patient (Malterud, 1999).  
The current study also found that patients who view their illness and treatment as 
cumbersome were less likely to engage in self-care behaviours and had less controlled 
diabetes. From the participants’ accounts, the more they felt diabetes management was 
interfering with their daily life, the less actively engaged they were to take control of their 
condition. A 43-year-old female patient, with diabetes for 10 years commented: 
honestly diabetes is tiring me, if it is high it’s a problem, if it is low it’s also a problem 
(Female, aged 43, P26) 
Another patient alluded to the notion of how diabetes can affect one’s life: 
it does affect, it does, so tiring, you become angry, nervous and fatigue, it ruins you…I 
don’t take my medications regularly, I take four injections per day, sometime I feel 
bored or lazy and don’t want to take all of them, I’m too tired of injecting myself this 
many times, I’m bored from this many medications (Female, aged 42, P18) 
This finding is line with other studies showing a high burden on people with diabetes in 
relation to interference of diabetes medications in individuals’ daily life and links between 
this burden and skipping insulin injections. (Nicolucci et al., 2013; Peyrot et al., 2010b) 
Studies have shown that patient’s beliefs about illness, treatment and  role in decision-
making can influentially determine their engagement in self-care behaviours in many chronic 
conditions (Vedhara et al., 2014). In other words, patients beliefs and attitudes about their 
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illness, treatment and role in medical encounters can motivate behaviours consistent with 
good disease management (Michie et al., 2003). Cumulative research shows that achieving 
behavioural change depends on a range of factors, including health beliefs (Ryan and Sawin, 
2009; von Arx et al., 2016) attitudes (Chew et al., 2014), and personal representation of illness 
(Hampson et al., 1995). Other studies in this concept indicate that the extent to which 
patients engage in self-care behaviours is determined by several variables, including 
perceptions of health (Conner and Norman, 2007) and illness (Petrie and Weinman, 2012), in 
conjunction with effective communication with healthcare professionals (Ong et al., 1995). 
In the case of diabetes, understanding the patient’s outlook on their disease and their 
perceptions of care may lead to identification of means to encourage better engagement in 
self-care behaviours (Barnes et al., 2004; Mann et al., 2009; Vedhara et al., 2014). 
Furthermore, in the work of Thomas and colleagues (2014), they found that patients who 
indicated that their providers advised them about health risks and benefits of treatment, also 
indicated that they understood their illness better. The authors also found that patient-
centredness was associated among respondents with greater disease understanding and 
lower perceived consequences of illness. Therefore, it can be concluded that delivering care 
that meets patients’ expectations may affect patients’ understanding of illness and 
perception of seriousness of the illness, and thereby influence better engagement in self-care 
behaviours (Thomas et al., 2014). Research has also shown that people with T2D who 
perceive their disease as not serious are often less likely to engage in self-care behaviours 
than those who take their condition serious (Mosnier-Pudar et al., 2010, 2009). 
On a related note, previous research on illness perceptions have established that effective 
health care treatment plans are about much more than having a skilled physician. In fact, 
some studies suggest that how a person views his or her illness may play a bigger role in 
determining health outcomes than the actual severity of their disease (Adams, 2010). 
Evidence demonstrate that if the treatment does not consider the patient’s views and beliefs 
of their illness, even though the doctor makes an accurate diagnosis and has effective 
treatment plans, they are unlikely to accept and follow it. Therefore, understanding patients’ 
illness perceptions and incorporating them into the development of treatment and 
management plans is vital to its effectiveness. In other words, asking patients about how they 
view their illness gives doctors the opportunity to identify and correct any misconceptions or 
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misunderstandings patients may have and push those beliefs in a direction that is more 
compatible with the treatment plan. Such discussions can assist health professionals to 
identify patients that are at particular risk of coping poorly with the demands of their illness 
(Petrie and Weinman, 2012).   
In this study, some participants voiced fears of developing diabetes complications and 
described how they looked to their doctors to help them with quick detection and treatment. 
They also noted their desire to discuss lifestyle and other advice with their doctors which 
could influence their engagement in self-care behaviours. Indeed, many participants 
indicated a passive and fatalistic attitude towards their illness, in which diabetes 
complications were perceived inevitable rather than as something they can possibly avoid:  
my diabetes is very uncontrolled, but what can I do, to God I complain (Female, aged 
60, P15) 
While other participants acknowledged fatalism yet believed that a person still needs to look 
after their health and take actions to control their condition. A 53-year-old female patient 
commented: 
we are all gonna die one day and death is written for us, but we still need to take care 
of our health to prevent certain complications, at the end I thank Allah/God for 
everything for good and for bad (Female, aged 53, P7) 
This finding seems to align with the health-related literature of fatalism, a disposition of ‘what 
will be will be’. Such a perception of predestined life circumstances outside one’s control has 
the potential to compound or blur an individual’s dismissal of standard self-care behaviours 
for illness treatment and management (Bolam et al., 2003; Egede and Bonadonna, 2003; 
Keeley et al., 2009; Lange and Piette, 2006; Straughan and Seow, 1998). 
However, throughout the interviews, this notion of ‘diabetes as God’s will’ did not appear to 
prevent the participants from willing to change their behaviours in ways to improve their 
diabetes as argued in the literature. This study, similar to other studies, however suggests 
that the inevitability finding re-frames fatalism as a realistic outlook rather than justification 
for patients’ unwillingness to engage in self-care behaviours (Pilon et al., 2011).  
127 
 
As an exception to this though, a few patients felt helpless and felt that no matter what they 
did, their diabetes remains uncontrolled. For example, a 41-year-old male patient 
commented on the negative views he had about his illness and how this affected his 
engagement in self-care behaviour:  
I got tired and bored of diabetes, it doesn’t make a difference to me now if I care or 
not, the results are always bad so why should I bother (Male, aged 41, P19) 
Fatalism can be defined as “the view in which divine foreknowledge is incompatible logically 
with any openness to the future, particularly the kind of openness resulting from the free will 
of human beings” (Kvanvig, 1992, p91). Experts argue that fatalism can understandably create 
somewhat of a challenge for healthcare providers who are trying to treat patients that hold 
such a view. That is, if individuals believe they do not have claim and control over their lives, 
the challenge then comes when health providers try to convince people that their behaviour 
contributes greatly to their health. This is in essence problematic for clinicians, as 
demonstrated in this study, when they try to convince patients to change their behaviour or 
change the treatment regimen. 
Studies suggest that inadequate knowledge, helplessness and frustration due to poor 
glycaemic control and continued disease progression despite one’s efforts are key barriers 
for patients’ engagement in self-care behaviours (Kugbey et al., 2017; Mansour, 2008; Pilon 
et al., 2011). 
On the contrary, a study by Mujika-Zabaleta et al. (2010) challenges the assumption that 
suggests that improved knowledge leads to better glycaemic control, and proposes that the 
relationship between diabetes knowledge and clinical outcomes is not straightforward. The 
findings of their study suggests that depending on the individual’s level of treatment and 
disease experience, together with other underlying factors such as gender and age, there may 
be important variations in the relationship between glycaemic control and diabetes 
knowledge (Mujika-Zabaleta et al., 2010).  
Participants also articulated that they are mostly positive and passionate about self-care 
shortly after the consultation and, after a while, they start to feel demotivated and lost 
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interest in taking actions to control their diabetes. To illustrate, a 36-year-old female patient 
commented:  
I feel I am mostly good with my medications right after the consultation with my 
doctor, after a while I start to forget and feel less motivated (Female, aged 36, P31) 
The above patient also talked about how her doctor motivates her during the consultations 
and encourages her to take control over her health. Good relationships were seen among 
participants as important for encouraging patient to communicate and engage with clinicians 
in ways that would in turn facilitate the provision of effective doctor-patient communication. 
Such ways are, for example, to be more open about their symptoms, actions and areas they 
need support with. 
A 60-year-old male with a university degree had expressed his negative view about switching 
to insulin injections as a result of hearing his friends’ bad experiences with insulin and how 
that affected his treatment decision. He reported: 
my doctor told me that the tablets are not doing any good and I need to switch to 
insulin injections, I was very scared at first because I thought this means I am in an 
advanced stage of the disease. I began to ask my friends about life with insulin 
injections, they told me it is very annoying, stay away from it. Then I refused to take 
injections and I continued with tablets for three months (Male, aged 60, P29) 
This is in line with the consultants’ views concerning patient’s feelings with regards to insulin 
initiation and their struggle with regard to negotiating and convincing them when insulin is 
medically needed in their situation. One consultant said:  
The only area of discussion that I found that the patients of diabetes would like to 
engage in is when you try to put them under injection because most of them would try 
to resist taking injection and it usually take time for us to try to convince them about 
the value and the benefits of taking the treatment and try to minimize their worrying 
about the injections and the side effects of the injections. (Consultant no.1)  
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We have to explain all this in details and it depends on their personalities. One of the 
patients I usually have a lot of patients actually they are resistant to insulin in initiation 
(Consultant no.6) 
 
The above consultants noted that positive relationships enabled them to raise difficult but 
significant issues constructively and without undermining the person or their willingness to 
engage with decision-making. 
 
In this context, it appears from the discussions that patients hold strong beliefs about the 
nature of their disease and treatment, however, we do not know how these beliefs are 
perceived by providers and whether they are taken into account when developing the 
treatment plan or adjusting the consultation style. Although when asked this question to the 
consultants, they agreed that they do consider patients’ beliefs in decision-making, they did 
not thoroughly explain how that happens. One consultant illustrated: 
I always involve the patient even in the changing in management, I do involve them 
we have this option, we have this option (Consultant no.5) 
Many patient participants acknowledged that diabetes was a disease that could cause serious 
health consequences. The participants defined diabetes in several ways but generally had a 
basic understanding of the dynamic aspects related to diabetes and its management. They 
described diabetes mainly in the sense of how it impacts one’s life and what a person with 
diabetes needs to pay attention to in order to keep their condition stable and maintain a 
better quality of life. There was a general sense of understanding that diabetes cure is within 
the person’s own hands by decisions he or she makes on a daily basis. Some participants 
reported:  
diabetes never becomes stable all the time it is like an arrow, it goes up sometimes and 
down other times, depending on many factors (Male, aged 51, P32) 
 
diabetes affects me in so many aspects, most importantly my diet, what I eat plays a 
big role in controlling diabetes, decreasing sugar intake, having healthy meals, 
avoiding hard physical work. Age also plays a big role with diabetes, avoiding stress 
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and arguing with staff and family. All this the person needs to pay attention to because 
it could have negative consequences to your health (Male, aged 51, P32) 
 
diabetes is very common here in Saudi, and the person can make himself better or 
worse by his everyday decisions in his or her life (Male, aged 67, P12) 
From the discussion with participants during interviews about the importance of medications 
and their behaviour during different stages of the disease, awareness about the need to take 
medication emerged as one of the reasons that might affect participants’ commitment to the 
treatment and management plan. The degree of awareness seems to vary from those with 
high awareness of the importance of taking the treatment regularly to those not aware they 
should take the treatment and don’t put effort in doing so, whether or not their diabetes is 
poorly controlled.  
 
diabetes has a huge impact on one’s life.. and the cure is in your hands, if you eat loads 
of sugars, carbohydrates these things, you will suffer, all your body gets affected, eyes, 
you get dehydrated from going to the toilet a lot (Male, aged 65, P3) 
 
When asked about the knowledge of the participants about diabetes management, their 
responses stated that they do possess fairly adequate knowledge and awareness about one’s 
role in diabetes self-care. This finding is consistent with previous studies in Saudi Arabia that, 
using a self-reported Diabetes Knowledge Test, reported that 70.8% of patients with diabetes 
had average and high levels of diabetes knowledge (Zowgar et al., 2018), and is different than 
others such as (Alanazi et al., 2018). Similar results were also found in Kuwait, Zimbabwe, 
Australia, Greece and USA studies (Al-Adsani et al., 2009; Fenwick et al., 2013; Mufunda et 
al., 2012; Poulimeneas et al., 2016; Vivian and Ejebe, 2014). 
 
To this end, participants who seemed to be more aware of the importance of treatment were 
more actively involved in discussions with their doctors and asking more questions about 
diabetes management and in turn they had more controlled glucose levels. 
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I like to ask questions if I have something to say I say it because it will affect me 
eventually… (Female, aged 33, P10) 
Some participants answered direct questions about what is meant to them to be actively 
involved in treatment decision processes. For example, a 41-year-old patient commented:  
 
my doctor has a supervisory role over my diabetes and that’s it, one of us has to initiate, 
if the blood sugar levels remains uncontrolled, the patient doesn’t bother if the overall 
target is not clear to him from the doctor, so the patient must step up and get involved 
because at the end of the day, it is his own health (Male, aged 41, P19) 
 
The above patient confidently talked about his involvement in decision-making and the 
importance of being active with regard to one’s own health. However, another interesting 
finding emerging from the interviews was that some of the participants either changed the 
time or manipulated the doses of their treatment according to their thoughts and beliefs 
about their body’s needs. This indicates that their awareness about the seriousness of the 
disease is not good enough to commit firmly to the treatment regimens. Some participants 
disliked taking their medication, but most of them were aware about the necessity of the 
treatment for their diabetes. 
 
I care to follow my doctor’s advice, but it is hard to stick to it 100%, let’s say I follow 
90% or 85% [patient laughing], it depends on the person and his commitment to his 
health and the daily decisions he makes. Anyways, a person with diabetes knows 
himself the most, he doesn’t really need instructions he knows that he needs to be 
friends with his condition and work together, so he can live a normal life (Male, aged 
51, P32) 
 
The same patient then added: 
 
diabetes never becomes stable all the time it is like an arrow, it goes up sometimes and 
down other times, depending on many factors, for example social problems (Male, 
aged 51, P32) 
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Other patients indicated: 
 
as long as your sticking to the treatment plan you should be fine, the doctor is there 
just to guide you and to give you advice and treatment if something goes wrong, the 
rest is on you, you need to take care of yourself physically and mentally you know your 
mental stability can be majorly affected from diabetes, the doctor can’t help you with 
that, you have to try and get your things together (Female, aged 53, P7) 
 
I used to take a certain medication in the past and I changed it based on my doctor’s 
guidance and it was a good decision (Male, aged 51, P32) 
 
Others were more hesitant, and some responses took the form of stories about particular 
medical incidents or descriptions of typical medical encounters where they although 
acknowledged the importance of engaging in self-care behaviours, they sometimes do not 
commit to it. One patient mentioned: 
 
to be honest with you, sometimes I don’t take the medications for a couple of days to 
give my body a break… I know that’s wrong and I probably shouldn’t do that (Female, 
aged 60, P15) 
 
However, the majority of participants seemed to have a reasonable understanding of the 
importance of their involvement in discussions about treatment and management of 
diabetes. A 73-year-old female patient stated: 
 
 nobody will help you, only you have the power to take responsibility of your own 
health… (Female, aged 73, P1). 
 
In contrast, doctors indicated that patients that come to the clinic, especially Saudi patients 
showed more passive behaviours with regards to participating in the medical encounter. 
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Usually we have the community that listens to the doctor a lot, they follow their orders 
even they don't change the doses of medication, they don't have the confidence, they 
don't have the knowledge background that they will act upon this situation. We have 
to explain all this in details (Consultant no.6) 
 
During the interviews, the patients were asked to provide their perceptions and experiences 
of diabetes-self-management and the impact of their diabetes on their lives. The findings 
demonstrate that many participants were aware of type 2 diabetes and its complications such 
as retinopathy, neuropathy and nephropathy and discussed these symptoms with their 
doctors during consultations:  
 
For me now I know my body, I have several medical problems that I am aware of and I 
discuss these with my doctor, I have stomach problems, hypertension, cholesterol I 
know the symptoms and I am coping with it. I make sure to take my medication 
(Female, aged 59, P13) 
 
Some participants believed that type 2 diabetes could affect their health and cause 
complications, but did not show much acknowledgement of its seriousness:  
 
I didn’t make a big deal of it, I think everyone gets diabetes when they grow old so I 
wasn’t completely shocked (Male, aged 65, P6) 
 
Interestingly, this patient also showed a passive response when asked about his desire to 
participate in medical discussions. He commented:  
 
I am good with what my doctor tells me, it’s enough for me (Male, aged 65, P6)  
 
There seems to be a link between patients’ beliefs about the seriousness of diabetes and their 
willingness to participate in medical encounters. The more they acknowledge diabetes as a 
condition that, if not controlled, could lead to serious complications, the more they seem to 
be active within the doctor-patient communication. One participant reported: 
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It was really hard. I was like Oh, my God. I'm diabetic already, hypertensive, diabetic, 
as if I cannot accept (Female, aged 54, P9) 
 
Anger, disbelief, shock and denial seemed to be common reactions in the above participant 
who showed, later in the interview, an active attitude towards her engagement self-
management behaviours. 
 
This was similar to the views expressed by the consultants. For example, one consultant 
illustrated: 
They have to know so if they have an awareness about the complication then they will 
comply better. They will care about controlling their blood sugar and to avoid these 
complications. We always try to educate them, we don’t want to scare them but they 
have to be aware that this disease is a silent disease but suddenly it can cause a major 
complication, they can have stroke, they can have MI, they can have renal failure, 
retinopathy and so on and so forth. They are lots of complications from this disease. 
So, if they are not aware… if they don't read about how to control it, what's the 
complication, what will happen if they comply to their medication and so, they will fall 
to these problems (Consultant no.5)   
 
Another consultant commented on the misunderstanding some of his patients had on the 
side effects of insulin that it causes weight gain and so they tried to avoid it. However, the 
weight gain side effect of the insulin is minor, and the benefit of insulin outweighs this risk:  
 
The idea is wrong because when we prescribe medications to the patient the 
medication is put for a purpose, and in the case of diabetes, the insulin is made 
primarily to improve the diabetes control. The weight gain is one of the side effects of 
the medications, but usually in most of the medications the side effects can be 
accepted if the gain or the benefit is much more than it (Consultant no.1) 
 
I could prescribe medication for a patient but if he is not showing care and commitment 
and compliance it’s like I did nothing (Consultant no.2)  
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These extracts demonstrate the diverse findings among participants with regards to 
involvement in decision-making processes. While some patient participants wanted to 
actively contribute to decisions, others preferred to rely on the clinician’s judgements and 
not interfere with their job.  
A 51-year-old male patient articulated:  
I never change the treatment plan, actually I give my doctor full action and control 
about treatment, but if I felt any problem when he increases or decreases the doses, I 
have to discuss with him about it, so we prevent this together me and my doctor (Male, 
aged 51, P32) 
While some participants felt they were familiar with their symptoms, they still didn’t feel 
confident enough to make decisions and preferred to stick to their doctor’s advice. Some 
patients commented: 
Without my doctor’s recommendation I don’t change any doses or any medications I 
take. With time I became familiar with how to balance the insulin. I asked him if I could 
stop the insulin since my blood sugar is stable, but he didn’t recommend me to do so I 
didn’t (Female, aged 85, P5) 
In general, everything the doctor tells me is pretty clear and I don’t feel the need to ask 
questions, only when he changes the doses I start discussing and making sure I 
understand the new regimen (Male, aged 53, P14)  
Similar to the findings in this section, some studies have found that older and less educated 
individuals were more likely to prefer decisions to be made for them, while younger, and 
more educated patients preferred to participate in the decision-making process (Chawla and 
Arora, 2013; Elkin et al., 2007; Golin et al., 2001; Levinson et al., 2005; Marahrens et al., 2017; 
Ryan and Sysko, 2007; Say et al., 2006). One possible explanation is that elderly patients and 
patients with lower levels of education may perceive that they have insufficient medical 
knowledge to make treatment decisions together with their physicians, due to low health 
literacy (Marahrens et al., 2017; Safeer and Keenan, 2005). In contrast, Mah and colleages 
(2016) found no statistically significant associations between respondents’ preferences with 
gender, ethnicity, marital status or duration of disease. This dynamic nature of patient 
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preference has been also illustrated in the work of Butow and colleagues (1997) who found 
a decline in patient’s desire for involvement as they become more ill.  
The findings from this study indicate that there is a possible link between age, level of 
education, disease progression and patient’s desire to participate in decision-making. This 
information could help health providers tailor their communication behaviour according to 
the patient’s preference while considering the factors mentioned above. Most importantly, 
this may encourage patients to voice their concerns and participate in discussions as per their 
choice without feeling pressured or distressed to do so. This finding is similar to the results 
of other studies (Benbassat et al., 1998; Ford et al., 2003b; Levinson et al., 2005; McKinstry, 
2000), and contrary to the results of others showing that when considering the wish to 
participate as the desire to ‘contribute’ and ‘express one’s views’ regarding the action to take, 
neither the patient’s level of education nor their age seem to make any difference (Moral et 
al., 2014). 
According to Mujika-Zabaleta et al. (2010), the acquisition of diabetes knowledge is regarded 
as a major component in the development of and engagement in self-care behaviours. 
However, many people with diabetes find it difficult to adapt their lifestyle and adhere to 
therapeutic regimens at a daily basis (Murata et al., 2003; Shrivastava et al., 2013; 
Whittemore et al., 2003) despite their knowledge of the disease. This suggests that the 
relationship between knowledge and engagement in self-care behaviours is not necessarily 
straightforward, rather, it involves various elements that need to be considered. One of these 
elements, and perhaps the most prominent, is the communication behaviour of the 
healthcare provider during medical encounter. As evidenced by this study, patients who were 
more satisfied with their doctor’s way of communication, in the sense of feeling respected, 
listened to, and their values and beliefs being acknowledged, were more likely to develop a 
shared understanding of the treatment and management goals, and more likely to agree with 
it (Kennedy et al., 2018).  
 
Participants’ behaviours in starting medication and continuing to take it for a long period of 
time describe the pattern of their awareness and beliefs about the illness and the importance 
of treatment. Similarly, participants had varied opinions about their desire to negotiate and 
mutually agree on decisions with regards to their treatment and management of diabetes.  
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According to the literature in relation to patients’ preference in decision-making, it is 
demonstrated that patient involvement in the decision-making process may improve 
patients’ knowledge and beliefs about the illness and the treatment options. This, in turn, 
reduces patients’ uncertainty about the illness and treatment that they may develop and 
increases the likelihood of patients’ acceptance and commitment with treatment choices 
(Estabrooks et al., 2001). 
 
I always like to ask my doctor if there are any better options for me, he was trying to 
convince me to take injections he would say what do you think? Would you like us to 
give it a go for a while and see the results (Female, aged 36, P31) 
she refused insulin while her haemoglobin is very high she was refusing to use insulin, 
she was afraid of insulin, afraid of the injection, so I treat her in the clinic and I tell her 
just try this time, try this time with me, I’ll be here observing you. So, she took the 
injection, she injected herself, and she thought: that’s it? Is it that easy?  And now she 
is continuing on insulin and she finally agreed to take it. (Consultant no.6) 
some patients, when developed some complications, they start to stick to our 
medications. Some of them, especially the elderly who are from rural areas, you know 
(Consultant no.5) 
Another consultant gave an example of one patient she struggled to convince her to start 
insulin: 
For example, they start to have eye problems they do not see, or severe reduction in 
vision, and we keep telling them for a long time we have to start insulin, your blood 
sugar is not controlled and they keep saying “no, no, give me medications. I am feeling 
fine, I am feeling fine” then at the time, I remember one old lady she stayed with me 
for ah how many years I was fighting with her, almost 10 years, you have to start 
insulin, and she always says “I am feeling ok I don't not have any problem it is ok I do 
not have any symptoms” all her concern is symptoms. Then when she started having 
sudden reduction in her vision and she cannot see, she said “now I want to start in 
insulin” and other things happened. It is a sad story (Consultant no.5)  
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For some participants, the patient’s role in decision making was to try the medication the 
doctor recommended, and report back if they experienced a side-effect: 
Without my doctor’s recommendation I don’t change any doses or any medications I 
take. It’s not for me to have a choice about the medicine because I don’t know… when 
the dose does not work well for me, I will tell my doctor and ask him to change it, he 
will tell me you can increase in some occasions for example if you are in a social 
gathering and ate a lot of food (Male, aged 53, P14) 
I never change the treatment plan, on the contrary I give my doctor full action, but if 
I felt any problem when he increases or decreases the doses, I have to discuss with 
him about it, so we prevent this together me and my doctor (Male, aged 51, P32) 
This is similar to the findings of a systematic review by Lau and colleagues (2012) that 
examined the effect of the initiation of insulin therapy on glycaemic control, weight gain, risk 
of hypoglycaemia, other adverse effects and diabetes complications in patients with type 2 
diabetes. Although quality of life was commonly assumed by the patients’ participants to be 
reduced with insulin initiation, studies have found that quality of life and treatment 
satisfaction remained unchanged (Houlden et al., 2007). Additionally, according to Polonsky 
and Jackson (2016), 40-50% of patients do not feel confident that they could cope with the 
demands of insulin therapy, such as determining proper timings and exact dosages. This was 
indicated by some of the participants in interviewed in this study who felt they were not 
capable of dealing with the insulin injections, either due to lack of confident or lack of 
knowledge and fear of messing things up.  
 
I don’t know how to take insulin, I don’t know how to use the injection pen properly, I 
refused… I am scared (Female, aged 73, P1) 
 
Another point demonstrated by the participants was the belief that switching to insulin 
therapy meant that they failed in their treatment regimen. In other words, they viewed 
insulin as a way of punishment for one’s own carelessness, negligence or laziness in some 
other areas of diabetes management. As one patient described: 
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If I am gonna take insulin, that means that I have messed up and not done a good job 
with my diabetes (Female, aged 43, P4) 
 
Similarly, two consultants commented: 
 
The most common issue with patients with diabetes is when we want to shift them to 
insulin. This is the most important issue. This always causes conflict between the doctor 
and the patient. They resist, they don’t want to shift from oral medication to insulin, 
this might be the biggest problem we face when managing diabetes. They believe that 
you do whatever you can, add 3 or 4 oral medications but don’t ask me to take 
injections (Consultant no.2) 
 
In the case of diabetes, a lot of patients will not achieve the desired results from the 
treatment which is a good diabetes control and as a consequence prevention or delay 
of the complications. The reasons behind that, number one is that the compliance with 
treatment is a big issue. A lot of patients do not like to take tablets, and even if they 
take the tablets, they may not be regular on the tablets, they tend to miss the tablets 
or forget the tablets (Consultant no.1)  
 
Many patients in this study believed that insulin therapy signifies that their diabetes is now 
suddenly more serious and more dangerous. This finding is similar to the findings in the 
literature which indicate that many patients are worried that insulin therapy may lead to 
further health problems (Polonsky and Jackson, 2004). That was also acknowledged by the 
consultants interviewed in this study who tend to negotiate with their patients and explain 
to them that although in some cases, such beliefs may be partially correct, in other cases they 
may be wrong and that the benefits from the insulin therapy outweighs its risks. One 
consultant commented with that regards: 
 
I will acknowledge their feelings, that they are real feelings, I mean there are certain 
facts which are correct. Number two, acknowledge that yes, the insulin treatment 
could have these side effects. And number three usually we have certain strategies to 
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prevent or minimize these side effects, and number four is to tell the patient that 
although every treatment has side effects, but the benefit of the treatment is much 
more than the side effects (Consultant no.1) 
The data showed that a patient’s belief about insulin can affect their orientation to using 
insulin or continue using it. These beliefs include: illness severity; cultural beliefs; and insulin 
specific beliefs. Many patients reported how when insulin was first suggested, they believed 
it meant their diabetes has suddenly become very serious.  
Well in diabetes in most of the cases the problem is trying to convince the patient to 
take injections, insulin injections, this is usually the problem because most of the 
patients have the fear of getting the pain of the injection, number one. The fear of 
having hypoglycaemia or low blood sugar, the fear that the injection may give them 
weight gain, that they would need to continue with the injections forever. So, these are 
the major issues that we will face in diabetes treatment (Consultant no.1) 
 
I usually have a lot of patients actually they are resistant to insulin in initiation. 
Sometimes one of them she refused insulin while her haemoglobin is very high 
(Consultant no.6) 
 
I think she is afraid of the quality of life from injecting herself overtime. Also, we have 
a community resistance actually, everyone is very resistant, they feel as if its 
progressing their disease, its like I’m giving them a sentence as your disease has 
progressed... they don't want to be tied up, that this is restricting they're activities 
(Consultant no.6) 
 
From the above extracts, it can be seen that patient’s beliefs about insulin therapy results in 
their resistance to begin with it. In other words, it is evident that patients’ own perceptions 
about the illness and treatment affects their response and behaviour towards the treatment 
and management plan in which their doctors negotiate with. The other explanation that is 
well documented in the literature, which links to the consultants’ idea of ‘community 
resistance’, is that health care professionals can use insulin as a threat as will be discussed in 
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the next theme (Section 5.5.1.1). This, then, may influence patients’ own perceptions of 
moving on to insulin treatment. 
 
Resistance to insulin therapy in patients has been examined in several studies. An early study 
reported that more than three-quarters of patients with type 2 diabetes who were about to 
initiate insulin therapy considered it a “severe crisis” in their illness (Ratzmann, 1991). Insulin 
initiation may be affected by barriers faced by patients and health care providers (Funnell, 
2007; Peyrot et al., 2010a). Similar to the findings of this study, it has been suggested that 
attitudes contributing to resistance to insulin therapy include beliefs that taking insulin 1) 
leads to poor outcomes such as hypoglycaemia, weight gain, and health complications; 2) 
means the patient’s condition is worse and the patient has failed; 3) concerns about their 
inability to adjust insulin dosage; and 4) means life will be more restricted and difficult  (Bin 
rsheed and Chenoweth, 2017; Bogatean and Hâncu, 2004; Hunt et al., 1997; Ishii et al., 2012; 
Karter et al., 2010; Polonsky and Jackson, 2004; Ratzmann, 1991; Wang and Yeh, 2012).  
 
Previous studies suggest that physicians preferred to delay insulin therapy until it was 
absolutely necessary (Petznick, 2013; Peyrot et al., 2005). For their part, the perceptions of 
some physicians is that clinical inertia relating to insulin initiation can be largely attributed to 
patient reluctance to begin insulin therapy and a lack of time among physicians to invest in 
patient education (Bieszk et al., 2017).  
 
Theme 1: Summary  
To sum up, this theme has provided insights into how diabetes and its treatment are 
subjectively experienced by patients, as well as the impact that has on their engagement in 
self-care behaviour and their relationship with health providers. Data from this theme 
suggest that the disease is often seen by patients as incomprehensible, incurable, and 
uncontrollable. It is apparent that treating clinicians need to listen to their patients, 
understand their beliefs and perceptions towards illness and treatment and improve their 
psychological and interpersonal communication techniques accordingly. Moreover, doctors 
need to convey to patients a feeling that their diabetes can be controlled and managed and 
address the misconceptions they have towards the disease and its treatment. The 
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perceptions and beliefs of patients should be taken into account in the negotiation of 
treatment and management of diabetes within the doctor-patient relationship. 
 
4.6.2 Sub-theme 2: Cultural, social and religious influences  
Cultural and religious beliefs were mentioned by the majority of participants. Though 
participants appreciated the importance of their engagement with the treatment regimen, 
sometimes cultural and religious influences inevitably effect their behaviour and decisions 
towards managing their health.  It is broadly accepted that health and illness are culturally 
constructed experiences (Ypinazar and Margolis, 2006). Studies suggest that cultural and 
social norms nearly affects all aspects of diabetes care (Sachdeva et al., 2015). Therefore, it 
is difficult to explain why people do what they do without reflecting on the cultural context 
of those individuals. In order to understand the foundation of patients’ beliefs about illness 
and treatment, it is important to consider the cultural context of the study participants. This 
relates back to the research questions about focusing on patients’ values and preferences. 
 
4.6.2.1 Cultural & Social influences 
From the interviews, cultural factors were often discussed as a major obstacle to participants’ 
ability to engage in self-care behaviours. For example, the consultants interviewed in this 
study recognised that lack of knowledge and resistance to change behaviour among people 
in Saudi is one of the significant challenges to managing their diabetes. 
 
….based on our experience, some self-management behaviours are difficult to adopt 
among our patients due to lack of knowledge pertaining to the importance of self-
managing your diabetes or resistance to change in lifestyle and eating habits 
(Consultant no.1)  
 
Arabic food and culture in regions such as the Middle East and countries like Saudi Arabia are 
very unique in nature. Food preparation and people’s overall lifestyles are very different 
between Western and Arabic countries. There is easy access to food due to the privilege that 
Saudis live in, including online ordering, personal cooks for a family, and frequent family 
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gatherings are commonplace (Ahmed, 2012; Midhet et al., 2010). Generally speaking, Saudi 
food contains high carbohydrate levels and include staples such as rice, breads and red meat. 
 
…the compliance with the diet especially in our community, trying to put the patients 
on a diet that is low in carbohydrates may be difficult if the common dishes in that 
house is mainly contains of carbohydrates or rice or so on, so the compliance with the 
diet is another major problem (Consultant no.1) 
 
The main recreational activities in Saudi involve formal and informal socialising.  The concept 
of hospitality is very important, and typically revolves around offering food to guests.  
Furthermore, it is considered disrespectful for guests to refuse food offered by the host 
(Alramadan et al., 2018).   
 
All of these cultures and traditions around food can make it difficult for people to control 
their diet, therefore leading to a high prevalence in the country of chronic conditions such as 
diabetes with poor engagement in self-care behaviours.  
 
…also we have the issue of ‘social gatherings’ families in Saudi as you know they gather 
in the weekends with relatives or friends and there must be a variety of food and 
variety of desserts and you cannot just sit there without eating and joining everybody 
because some people consider that to be rude and disrespectful so the guests must eat 
sometimes as a courtesy of the host. So the diet issue is very big issue in our society. I 
think this is the most prominent example for poor compliance to diet (Consultant no.2) 
 
Several participants noted that they try to minimise the amount of sweets they consume in 
social gathering, but found it difficult. A 49-year-old male commented: 
 
sometimes I get embarrassed in parties or family gatherings when there is so many 
sweets offered, I eat I am not gonna lie to you I eat but just a little not too much that 
will make my sugar levels increase. Because at the beginning when I first had diabetes 
even if I eat the slightest thing it goes very high in a sudden which used to make me 
very tired (Male, aged 49, P34) 
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They have to eat. People eat in dinners and family or friend’s gatherings to show 
courtesy of the host... its seen as rude as in how this person had made this meal for 
you and you don’t eat anything that is disrespectful sometimes in our culture and some 
people get offensive from that (Consultant no.2) 
Clinicians interviewed in this study felt that it was important to use all possible approaches 
and opportunities to educate patients about lifestyle changes and about improvements that 
they could make with regard to nutritional and physical activity issues. However, this is not 
always easy especially with the lifestyle of the Saudi population. 
 
We encourage our patients to be more physically active, eat healthier, and stay fit.. 
(Consultant no.3) 
 
….number two is the compliance with the diet especially in our community, trying to 
put the patients on a diet that is low in carbohydrates may be difficult if the common 
dishes in that house mainly contains of carbohydrates or rice or so on.. (Consultant 
no.4) 
 
Despite these concerns, the clinicians suggested that one of the main challenges to patients’ 
unstable blood sugar levels was a lack of control and influence over their patients’ food 
intake.  
 
Sedentary lifestyle and the consumptions of processed, energy condensed, and fat-rich food 
have led to the increased prevalence of obesity and diabetes, and have made it difficult for 
people with diabetes to control their blood sugar. The following extracts illustrate this notion:  
 
 diabetes issues are complicated because it's not only medication, it's drug and the 
drugs are multiple drugs, multiple doses of drugs and the diet. The great issue in 
diabetes is the compliance to diet. We have very big issue when it comes to the 
management of diet. And I think this is a cultural thing. Like we have here in Saudi as 
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you know dates when they are in season everybody wants to eat it they like to have 
dates a lot and you cannot tell them no because its part of their culture to have dates 
everyday with coffee (Consultant no.2) 
we have a huge problem with the control of the diet. I think the diet is one of the most 
famous example of conflict measures. It's a very important part in the management of 
diabetes; but we have problem with this-- This is from my observation, I never studied 
this, but I think Saudis are poorly compliant to diet compared to the non-Saudis that 
attend the clinic. When a non-Saudi patient comes to see me and I tell him don’t eat 
this or don’t eat that I see much more compliant (Consultant no.1) 
Also rice of course, we consider rice to be something very important in our daily food. 
And really the non-Saudis become committed and I recognize the blood sugar is 
controlled, haemoglobin A and C are improved. Saudis no unfortunately I feel their 
compliance is not as good. (Consultant no.3) 
here people are less active and exercise less than Western communities due to cultural 
factors sometimes (Consultant no.5) 
These findings agree with the results of other studies indicating that more than half of the 
Saudi population consumed less than one serving of fruits and vegetables per day, and 96.1% 
of the were physically inactive (Al-Nozha et al., 2007; Alramadan et al., 2018). 
Cultural values and recommendations of family and friends sometimes conflicted with 
doctors’ advice and, in turn, caused serious complication to one’s health.  
we do monitor in each visit their weight and BMI. So when I see their BMI, especially 
because as I told you we have a lot of the issue of obesity in our society. It is very high. 
So if I find that their weight is gaining, they have to check with me there weight. If 
they are gaining weight, I do ask them: what happened?. Are you doing exercise why 
your weight is gaining or they are losing weight. So I always keep pointing this issue 
that you are not working with weight adjustments, you are not doing exercise you are 
not doing this and that. Some of them say “no, we do, we do” but I do not know how 
much they are doing and I cannot see what they are doing at home (Consultant no.5) 
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the daily routine in our lives is difficult to change with a diabetic patient especially in 
our culture where food is something valuable. I think one of the biggest issues in 
diabetes is diet, how to convince the patient to consume a healthy diet? Because in our 
culture and values food is very sacred (Consultant no.2) 
Moreover, there was a tendency among some patients to use herbal and other natural 
remedies available locally, such as mixtures of garlic, cinnamon, ginger, and other herbal and 
natural remedies. Subsequently, patients would sometimes stop taking their medicines, as 
they believe that taking these remedies could help them control glucose levels without having 
side effects. The following excerpt is an illustration of an incident occurred to a 60-year-old 
male patient who developed a serious foot ulcer complication due to his decisions.  
 
I use some antibiotics and special herbs on my wounds like (Cumin) and they get better, 
one incident I had a wound in my toe that kept getting worse and worse and the herbs 
wouldn’t heel them, I had a work trip so I forgot about it and didn’t see a doctor, then 
it got infected very badly and it gave me a bad headache and my body would be 
shivering from the pain. I came to the ER and they told you have Gangrene in your toe 
and it needs to be amputated immediately. I was shocked. That was a huge lesson to 
me that I learned the hard way. I should have taken more care of my health, I should 
have listened to my doctor. I learned that my knowledge and education was not useful 
to me without support from my surroundings especially as I grow older. My wife and 
kids feel very guilty for not encouraging me more to look after myself but I don’t blame 
them, I was very stubborn and wouldn’t listen to anybody, it’s entirely my fault. (Male, 
aged 60, P29) 
From the above extract, it can be suggested that individuals are influenced by traditional 
beliefs, myths and misconceptions regarding the causes, symptoms and care of diabetes 
mellitus and continue to seek alternative measures for curing their condition (WHO, 2006, 
p.12). This is particularly the case in Saudi Arabia (Alrowais and Alyousefi, 2017). The use of 
alternative medicine as potential treatment options for diabetes is common among the Saudi 
population (Al-Eidi et al., 2016; Al-Faris et al., 2008). It has become a popular type of therapy 
in Arab countries (Alrowais and Alyousefi, 2017; Kamel et al., 2017). Studies have shown that 
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the difficulty in committing to lifestyle regimen and following therapeutic medications to 
control diabetes increasingly leads to the use of traditional herbs (Ali-Shtayeh et al., 2012; 
Ceylan et al., 2009; Chang et al., 2007). 
Almost all respondents noted that, when advised by their doctors to modify their diet, they 
felt difficulties in doing so, mostly because of cultural factors. One respondent said: 
 
if I eat too much sugar it increases, if I don’t eat sugar it’s fine. Usually I mess up during 
the weekends in our family gathering and my sisters each one of them brings 
something sweet, so I try to eat just a bit and the doctor told me that’s ok as long as 
you exercise or walk (Female, aged 33, P10) 
 
Many felt that that it is not convenient for them to prepare a separate meal for one person 
in the house. This concern was mainly expressed by female participant due to the fact that 
within the Saudi culture, the wife is generally responsible for preparing the meals. Preparing 
special food for oneself or for one person goes against the cultural ethos of providing for all 
family members impartially. One patient narrated: 
 
Is that really possible?! This could happen if a person was at the hospital and they bring 
her a plate full of healthy food, but for someone that is standing in the kitchen cooking 
for her children, does it really make sense that I leave the food that I prepared and 
cook something else for me? It doesn’t make sense (Female, aged 73, P1) 
 
When probed about her doctor’s response to this, she added that her doctor said to her “you 
do have a point”. This indicates that doctors are in fact aware of the cultural challenges 
people with diabetes face in a day-to-day basis, but the question here what are they doing to 
help their patients overcome these challenges?  
 
…And I think this is a cultural thing. Like we have here in Saudi as you know dates when 
they are in season everybody wants to eat it they like to have dates a lot and you 
cannot tell them no because its part of their culture to have dates everyday with coffee. 
(Consultant no.2) 
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Society and culture - we always have lots of social gathering that contain food and 
most of it is sweet and fatty. Traditions and culture are very difficult to change quickly 
and so, if the person wants to eat healthy, he can’t because he has to attend the 
invitation and eat as well (Consultant no.2) 
 
These examples are indicative of the struggle that the patient participants face with diet 
control. This is particularly common in Saudi Arabia and in the Middle Eastern countries in 
general (Al-Khudairy et al., 2013; Alneami and Coleman, 2016; Midhet et al., 2010). 
 
In addition to this, gender roles of women in the diet of her family emerged from the 
interviews. Although this study did not intend to explore gender differences in diabetes 
management, however, the subject presented itself during the course of the interview with 
some of the participants. The majority of male participants referred to their wives when 
talking about their diet and diet changes that they made for their condition. In Saudi Arabia, 
like most patriarchal societies, women are usually responsible for the meals. And while men 
are usually breadwinners, they are the ones who were served more and their needs are met 
over all else in the household. While this is a positive factor for the male individuals with 
diabetes, it could pose a barrier to the female individuals with diabetes. While females with 
diabetes are responsible for the meals, they usually prepare meals that would suit the taste 
of their family members while often neglecting their own health requirements. According to 
the work of Ahmed et al., (2001) on the impact of diabetes on women, they found that 
women were at a disempowered position when it comes to domestic gender roles even in 
the presence of illness. Women are still responsible for her family’s daily life activities and 
her illness does not exempt her for her role. 
 
In the current study, all female participants agreed that gender roles within the family, 
whereby the man was seen as the “breadwinner”, who was responsible for the financial 
income for the family while the woman was responsible for raising and teaching children and 
housework, is a reason for their uncontrolled diabetes. Most women expressed the view that 
a woman’s priority was always her family. Women in general, but particularly women with 
lower socioeconomic status interviewed in this study, complained about financial struggles 
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and spoke about being overwhelmed with housework, their children’s schooling and linked it 
with less attention being put towards their health. A 50-year-old female patient commented:    
 
I tend to be negligent when it comes to my health, but let it be that one of kids are hurt 
or ill, you will see me running to the hospital (Female, aged 50, P16) 
 
This was also pointed out by one of the consultants who commented on the obesity issue 
among her patients from her observation:  
We have more obesity and I noticed those who are more obese in my clinic are the 
females, they do have problems…..it could be related that the females have more 
responsibilities towards her children and towards caring for other people and to her 
family so that she neglects her own care (Consultant no.5) 
Additionally, another female patient, with gestational diabetes, commented:  
 
sometimes I get lazy, sometimes I forget. You know with all the responsibilities for my 
house and kids it’s a lot sometimes. I think a lot and that tires me especially with my 
financial pressures, my husband left his work because he is ill (Female, aged 50, P36) 
 
If there is so many people in our house, relatives, friends, I will forget to take 
medications, I will forget to eat sometimes I don’t check my blood sugar and I had to 
prepare lunch for my family, it was hard (Female, aged 42, P37) 
 
For most of the participants, remembering to take the treatment at prescribed times every 
day was described as challenging. Emerging from the interviews, forgetfulness may be caused 
by patients’ personal daily behaviour as well as self-confidence and self-manipulation in 
terms of dosing by feeling that no acute symptoms will happen if one dose is missed.   
 
before I was managing my diabetes up to 90 percent, but for the past three months I 
was so busy and didn’t pay a lot of attention to be health. I was busy in the house, in 
work, family, also I have lots of problems I get stressed (Female, aged 38, P35) 
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Forgetfulness was also mentioned in the literature as a factor that has been associated to 
poor engagement with self-care behaviours (Badi et al., 2019). 
Furthermore, when asked about how diabetes affected her life, another patient responded:  
you see when I first got diagnosed, I was taking my medications regularly and coming 
to my appointments, and then I had very tough situations and circumstances in my life, 
I neglected everything, I stopped taking my medications, I was I very mentally tired. 
My husband was very sick and admitted to the hospital so that ruined all the plans and 
made it so difficult for me (Female, aged 50, P16)  
The same participant later indicated that financial struggles made it difficult for her to follow 
a healthy diet, she said:  
I started on a diet then stopped because there was no food in our house we reached a 
point where we only have rice and potatoes, we couldn’t afford to buy fruits and 
vegetables anymore (Female, aged 50, P16) 
Another female housewife patient commented on the struggles she experienced from 
diabetes: 
it does affect, it does, so tiring, you become angry, nervous and fatigue, it ruins you. 
My bones, my eyes, I have glaucoma now… (Female, aged 42, P18) 
While female patients indicated that their role in society and the responsibilities they have 
with regards to taking care of their family members impacts their ability to engage in self-
care behaviours, a few consultants indicated that issues with compliance with treatment, 
diet, exercise as well as issues with smoking are shown more in male patients compared to 
female patients. He said: 
 
I didn’t really look closely in to it but from my observation I think I noticed that the 
males are less controlling than the females… I think male diabetics have more issues 
from what I seen (Consultant no.5) 
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This finding seems to agree with the results of a cross-sectional survey conducted in Saudi 
Arabia showing that male patients were engaging less with the treatment regimen (Khan et 
al., 2012). However, Khan et al. (2012) argued that the reasons for not engaging in treatment 
regimen are rather complex in nature and may also vary not only between patients but also 
depending on the particular situation the patient may be experiencing at the time.  
Smoking also appeared to be an obstacle for participants self-management. On patient said:  
 
I’ve tried several times to quit smoking, but I couldn’t, smoking to me is a way of relief 
from stress from work and the house (Male, aged 54, P11) 
 
Also, the consultants participating in this study agreed with that notion. For example, some 
consultants commented:  
 
Some patients that smoke we find it difficult sometimes to convince them to stop 
smoking. They usually understand that smoking is bad for health, but for different 
reasons they are not able to quit smoking (Consultant no.1) 
 
The association of smoking with patients’ engagement in self-care behaviour has been 
examined in multiple studies (Khuzaimah, 2014; Sherman, 2005). It has been suggested that 
smoking is one of the key predictors for suboptimal self-care practices (Alneami and Coleman, 
2016; Bukhsh et al., 2018). Additionally, Solberg et al., (2004) reported that smokers with 
diabetes tend to be less actively involved in their diabetes care than non-smokers and they 
are more likely to report often feeling sad or depressed. Furthermore, smokers with diabetes 
tend to be less committed to doctors’ recommendations concerning blood glucose 
monitoring and exercise, and skip more medical appointments than non-smokers (Solberg et 
al., 2004). 
Patients participants found it difficult to tailor information and lifestyle advice to fit their daily 
life. Given the unique social characteristics of the Saudi community, they found it challenging 
to fit the diet and physical activity recommendations into their day-to-day life.  
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I know I have to listen to my doctor’s advice but you know here in Saudi we can’t give 
up on dates [patient laughing], especially now that it is in season (Female, aged 60, 
P15) 
The participants further pointed out that the lifestyle information they received from 
healthcare providers was not explicit as to what diet and physical activity practices were 
suitable for them or how to do them. 
they do have a lot of pressures of course. Maybe some of them, when I say to them, 
"why don’t you walk?" they say "how do we walk?" it is difficult. so, to involve them 
in going to the gym and exercise, I am telling them okay, try to run, walk and 
especially for example, during hot, long, summer seasons, they will not go and walk 
around. So through exercise, especially with those who are older and have knee and 
back problems, each one has his own excuse on why he is not doing that. so there are 
multiple reasons for patients are not compliant. In addition, the control- the diet 
control, maybe the females like to eat more sweets and so they cook and have their 
friends over, maybe this is the reason, I think they are less active as well. Most of them 
are at home all day long (Consultant no.5)  
Another consultant gave an example of one of her patients, who was 65 years old and 
attended the consultation with his son. She explained that this patient did not have any 
consultations or blood tests on his glucose levels for over a year and a half. She commented: 
I told him you entered to a doctor not a magician (doctor laughing), I need 
investigations to know what’s going on. The patient started complaining to me and 
saying what do you want me to do and pointing to his son he would say they don’t 
bring me they don’t help me, I can’t drive and he was very angry on his son. Then I saw 
the last results, the Hba1c was 13% and that is very scary and I am sure his blood sugar 
is uncontrolled (Consultant no.2) 
She then added: 
the major issue to shift the patient from oral to insulin and he refused, when I ask him 
why did you refuse? He would say I can’t see! I don’t know how to take it! And my son 
doesn’t help me and he is always not there! And the food they always bring me from 
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restaurants they don’t look after me! When I ask him why do you eat from outside why 
don’t you eat homecooked meals? He would say oh my wife left the house and was 
angry of me and left me alone and my son’s wife doesn’t cook for me!! So he was just 
sitting there complaining about everything in his life. So I believe yes, you know, life is 
complicated, it is not easy (Consultant no.2) 
The above extracts articulate the struggles that a person with diabetes can face, and how the 
doctor responds to such complains. This doctor did not seem to employ empathy in her 
response. Studies have shown that empathy is an important element of effective 
communication between doctors and patients, and is associated with improved patient 
satisfaction and engagement with self-care behaviours (Morse et al., 2008). 
This finding demonstrates the need for clinicians to respond to empathetic opportunities 
raised by patients. According to Morse et al. (2008), the use of this communication skill may 
allow increased understanding and progressive rapport and trust with patients. 
4.6.2.2 Religious influences 
Many Arab cultures are significantly influenced by religious beliefs. This is especially the case 
in the Saudi culture. According to Ferraro (2015, p. 300), Saudi Arabia is considered the 
epitome of the Arab culture due to the birth of Islamic religion and the Arabic language within 
its territory. Despite the cultural diversity among the population of Saudi Arabia, Islam is the 
only practised religion in the region (Alsairafi et al., 2016). Religious beliefs can have a strong 
influence on patients’ health beliefs and hence, health behaviour. They can act as facilitators 
to better health behaviour, or can become a barrier (Abdoli et al., 2011).  To illustrate, one 
patient when describing her reaction to her being diagnosed with diabetes said: 
 
it was really hard at first I was like “Oh my God, I’m diabetic, already I’m hypertensive 
and now diabetic- as if I cannot accept. I feel shocked, after a while, I realized that 
everything happens to us is from God “Allah” and Allah knows what is best for me 
(Female, aged 54, P9) 
 
Another patient added to this notion: 
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 I am just like everyone else, I didn’t expect to have diabetes, because it doesn’t run in 
my family, but I believe in faith and everything has been written for us from God and I 
have to accept that (Female, aged 42, P18) 
 
Patients in Islamic societies have a strong belief of faith as part of the Islamic religion. Some 
are more religious than others and act towards their condition accordingly. From the above 
extract it can be seen that patients’ religious belief influenced their acceptance and coping 
with the disease. 
 
In the month of Ramadan, when Muslims are obliged to abstain from eating and drinking 
between sunrise and sunset, patients with diabetes usually need to adjust their dietary 
habits, daily physical activity, sleeping patterns and medication adjustments (Almansour et 
al., 2017; Hui et al., 2010; Lee et al., 2017; Mygind et al., 2013). While Islam exempts 
individuals whose health may be significantly affected from fasting such as patients with 
chronic conditions, or those who are pregnant/ breastfeeding or frail, Many Muslim 
individuals with diabetes still fast owing to religious conviction (Almansour et al., 2018; 
Mygind et al., 2013). Research investigating the prevalence of Ramadan fasting in people with 
diabetes, in a sample of 243 participants from 13 countries shows that 79% of T2D patients 
fast during the month of Ramadan (Salti et al., 2004). The same study revealed that 20% of 
patients using oral antidiabetic medicines and 37% of patients using insulin changed their 
doses during Ramadan (Salti et al., 2004).  
 
In the current study, some consultants explained how their patients’ glucose levels become 
fluctuated after the month of Ramadan. For example, one consultant commented: 
…after Ramadan usually all my patients come with fluctuated sugar levels, so I know 
they messed up with food during Ramadan because usually the food is fried like 
Samosa and other unhealthy food. So, yes, I think they are honest because I have 
evidence. So, I will tell them well your results are not getting better you have to tell me 
what you did wrong? Here the patients feel that he or she have to say all the truth to 
the doctor, related to the age the food they take anything (Consultant no.2) 
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Several such participants reported experiencing diabetes-related issues and continuing to 
fast. Many participants in this group also reported avoiding discussions with their doctors and 
other healthcare providers for fear of being told not to fast. Occasionally, this communication 
avoidance also happened as participants felt they were being non-adherent to the physician’s 
instructions during the period of fasting. 
 
… Muslim people are responsible and need to fast and thank God for all his blessings, 
I fast. Even when I get health problems I still fast (Female, aged 43, P4) 
 
Some participants indicated that for them, Ramadan was a time of worshipping and 
completing other holy activities, and they believed they did not have time for managing their 
health or visiting their doctors. 
In Ramadan I cannot go to the doctor a lot because I don’t have time and I don’t like 
to do anything or go anywhere. I like to stay home, pray and worship (Male, aged 65, 
P6) 
 
In the case of other participants, there was clarity about health and well-being as a priority 
even from the religious perspective. Such participants indicated that they chose to 
discontinue their fast if they felt ill, as they are aware that people with chronic health 
problems are exempt from fasting in Islam. It is important to acknowledge that Islam attaches 
significant importance to health and supports the fact that one must look after their own 
health (Attum and Shamoon, 2019). Therefore, the participants’ choice of fasting during 
Ramadan was purely their own choices and not something that was enforced to them neither 
by religion nor by culture. 
 
If I feel tired or dizzy, I would break my fast and have something to eat like dates or 
something sweet to raise my glucose levels (Female, aged 59, P13) 
 
Many participants indicated that Ramadan was imbrued with religious meaning but it was 
also, at the same time, a period of intense social activity. Participants felt that the socio-
cultural constructs of visiting the homes of friends and relatives or being visited implied that 
households prepared and offered special gourmet food items to family and friends, especially 
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during the hours after sunset when consumption of food was allowed. These practices made 
it quite difficult for many patients to watch their diet and aim to eat healthy meals. 
 
… we like to eat too much and when we see the table full of food and I eat a lot I do 
not avoid eating anything, we are only living once so I do not prohibit myself from 
eating anything thank God…I find difficulties sometimes stopping myself from certain 
food to be honest, especially when I am with my friends, in the park or something, you 
end up with pressure from everyone and then you have to eat even though a little a bit 
(Female, aged 53, P7) 
 
During Ramadan the type of food changes a bit because of family and relatives 
gatherings so we prepare many types of food and it is usually fatty and fried dishes as 
this is our culture (Male, aged 67, P12) 
 
… Ramadan is special to us, there are different kind of food because relatives visit each 
other so people prepare different types of food, and after fasting the whole day people 
want to eat. But in the normal days, we try to avoid certain types of food (Female, 
aged 43, P4) 
 
On the other hand, patients participants also reported that religious beliefs significantly 
strengthened them to endure diabetes. They regarded the fact that they developed diabetes 
as God’s will and accepted it because they had faith in God and that their lives were in God’s 
hands. Their faith was a form of fatalism that gave them inner strength to accept their 
diabetes. This is clearly shown with the repetitive quotes the patients naturally used during 
the course of the interviews such as “Thanks to God” and “To God we complain”. To illustrate, 
a 43-year-old woman stated:  
I coped with my diabetes thanks to Allah/God I don’t find that much difficulties, it 
became my friend now (Female, aged 43, P4) 
Similarly, another patient commented: 
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I take my medications and insulin on a regular basis and the rest is up to Allah/God 
(Male, aged 65, P6) 
Once participants accepted that they had diabetes and realised they could not change God’s 
plan for them, they began to take care of their health. A 53-year-old female said:  
It’s inherited 100%, it is predominant in our family, but I am accepting whatever 
Allah/God has written for me and there is nothing I can do to change it. I take actions 
in taking care of my health (Female, aged 53, P22) 
Likewise, a 50-year-old female patient commented:  
Thanks to God/Allah for everything, we are much better than others that suffer from 
worse diseases (Female, aged 50, P16) 
According to the literature, Muslims tend to have a fatalistic approach to the development of 
disease and to general grievances encountered in life. This approach can be a double-edged 
sword. That is, an Arab patient tends to more readily accept and face the diagnosis of a 
serious disease including cancer as an act of God than their counterparts in the West (Attum 
and Shamoon, 2019).  Consequently, there is generally less personal denial (“why me” 
attitude) and a strong faith generally ensures minimal psychological trauma. Along the same 
lines however, people with diabetes often see any future development of diabetes 
complications as being also an act of God, rather than necessarily a direct result of quality of 
metabolic control achieved. Some patients may consciously or subconsciously misuse such 
notions as a means to relax dietary discipline and loosen diabetes control to their ‘advantage’. 
It can be difficult sometimes for a clinician to argue against such indisputable beliefs upheld 
by many patients (Huayanay-Espinoza et al., 2016).  
When you tell them that this drug will reduce the incidence of the so-called three-point 
major adverse CV event (3P-MACE), which are stroke, MI, and death. For us as Muslims 
we feel that nothing will control death, it is against our beliefs. They don’t accept this. 
He will not accept the idea of talking about it. So I will talk about the MI and the Stroke 
but I will not talk about the death (Consultant no.6) 
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One consultant declared that the role of a Muslim doctor is to understand the difficulties that 
people with diabetes suffer during fasting and to guide them in making their effort easier, to 
educate them scientifically, health wise, and psychologically. She explained: 
 
fasting Ramadan could lead to some serious complications and I usually advise diabetic 
patients in this issue therefore, in order for a patient to fast he/she must be advised by 
their doctor in a pre-Ramadan consultation to make specific adjustments two months 
before Ramadan (Consultant no. 5) 
 
Other consultants added: 
 
a diabetic patient goes through different periods where he needs special attention and 
one of them is during fasting Ramadan and we as doctors wish to help them achieve 
this period safely and smoothly (Consultant no. 6) 
in diabetes, maybe the main issue was fasting (in Ramadhan) for example, the days of 
fasting. What they'll do with medication (Consultant no.2) 
Fasting from dawn to sunset could cause problems with drug dosage regimens for people 
with diabetes. According to the literature, key strategies for health providers to prepare the 
patients is to provide appropriate health education to them prior to Ramadan and to adjust 
the treatment regimen during Ramadan (Beshyah, 2009; Hassanein, 2010; Shaikh et al., 2001; 
Susilparat et al., 2014). 
Sub-theme 2 Summary: 
To conclude, this theme has shown that, in the Saudi society, cultural, social and religious 
factors play a key role in either facilitating or impeding the communication and participation 
in self-care behaviours. From the interviews, patients were unavoidably affected by these 
factors in their discussions with their doctors as well as in their engagement in self-care 
behaviours. The consideration of the ways in which culture and religion intersect with issues 
of diabetes treatment and management is necessary for the effectiveness of the doctor-
patient relationship. Through acceptance and understanding of these factors, clinicians could 
better care for patients in respect to their cultural and religious views. Communication can 
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be tailored to take into account the preferences and needs of the patients along with the 
medical evidence that is best appropriate for their clinical situation and consecutively 
develop an agreed upon treatment and management plan. In such a way, patients are most 
likely to commit to the plan and, in turn, gain better health outcomes. 
 
4.6.3 Sub-theme 3: The dynamic aspects of doctor-patient relationship and patient self-
management  
Participants interviewed in the study discussed examples of communication with their 
healthcare professionals, including consultants, dietitians, junior doctors. This theme 
explores the spectrum of opinions on the dynamic aspects of doctor-patient relationship 
demonstrated by the participants and how they dealt with it with regards to treatment and 
management of diabetes. It identifies the role of different aspects of the doctor-patient 
relationship, with regard to patient engagement in self-care behaviours, such as patients’ 
confidence in care, patient passive behaviour, doctors’ encouragement to patients, 
understanding compared to education as well as participants’ assumptions about one 
another. For patients, communication and interpersonal care was important in shaping their 
self-care views and behaviours. From the consultants’ perspective, their interactions with 
patients were influenced by the long history with the patient.  
If they trust you, they can tell you everything….I deal with them as a family member as 
much as you can….so most my patients I have big trust with them for years and years, 
some patients almost ten years with me (Consultant no.4) 
The quality of the relationship and effective communication with doctors was valued by 
patients. In many interviews, it was identified as an important factor contributing to their 
continuation of care delivery with the same health care provider. The nature of the 
relationship could contribute positively or negatively on the patient’s engagement in self-
care behaviour. Key factors reported by the patients that influenced the quality of the 
relationship were: how the doctor communicated information; whether they elicited and 
responded to patients’ concerns; the time available for the consultations; and how accessible 
and relevant the support provided was to the patient: 
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if I have any concern I tell him, one day I had pain in my feet, I told him about it and he 
was more than welcoming to my concerns and discussed how this can be treated 
(Female, aged 60, P15) 
Patients wanted to be “seen” and “heard” to feel valued and acknowledged, they felt the 
need to express their thoughts and questions but sometimes they feel their concerns are 
overlooked so they feel hesitant to ask further questions or discuss additional issues.  
… whenever I ask him about something he answers me in specific details and explains 
everything to me, there are other doctors I’ve been to consultations with, they don’t 
do that and even I am afraid to ask them, that’s way I am sticking with my doctor [gives 
name] and I don’t want to change him (Female, aged 85, P5) 
Another aspect of the relationship was reflected in the divergent agenda of the consultants 
and the patients. While consultants tended to focus on tightening glycaemic control, patients 
were more concerned with their wider life needs and their overall quality of life. This was 
clearly reflected in the ways patients expressed themselves and how they moderated their 
behaviour to try and please their doctors: 
doctors talk about our medical outcomes and how we can improve our blood sugar 
levels, they don’t seem to care much about our lifestyle routine or how diabetes affects 
us mentally as well (Female, aged 53, P7) 
In the description of doctor-patient scenarios, partnership between the patient and the 
doctor appeared to be largely straightforward with the patient willing to accept the advice 
administered by the consultant. For example, consultants described decision-making as a 
dynamic process in which control was at times shared and yet at other times shifted to one 
or another person. One consultant comment: 
Well as any doctor, you try to reach an agreement with the patient about the 
treatment we are going for him. Sometimes, we are trying to ask the patient questions 
before we start the discussion, I will put the problem to him and I will ask him what do 
you suggest we should do, trying to listen to him what he thought the best situation 
could be. (Consultant no.1) 
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Some patients may volunteer about the decision that we would like to do and this 
makes it easier, some patients will say I don’t know and then the next step is to provide 
them with options and discuss each option with them. (Consultant no.1) 
 
Some consultant participants seemed to partially dismiss their own responsibility in 
communication improvement regarding behaviour change by suggesting that it was the role 
of other professionals such as the educator and dietitian. They added constraints that related 
to the patients’ level of education, age, personality problems that caused a lack of 
understanding of health information to better manage the disease. 
Some of them I think it is a personality problem. They come to you and in the back of 
their mind they know that they will not follow your orders, they are like resistant, 
negligent, they will not follow your orders and usually these type of patients I don't see 
anymore I need follow up with them as well I need follow-up, but then they go and 
don't come back I don’t know what's the problem but I think it is related to a 
personality issue (Consultant no.6)  
 
From the previous excerpt, this consultant assumed that patients are not willing to engage in 
the treatment and management plan, which is clearly a one-sided judgement that she then 
commented that she doesn’t know the reason behind that problem. This raises the question 
of why patients might have felt that way and why are they not coming back to the same 
doctor. Perhaps this could be occurring because participants are not listened to and not 
encouraged to participate in the discussions which was a reason for them to choose a 
different doctor. This was illustrated by a 42-year-old female patient who was diagnosed 
seven years ago, she commented: 
 
To be honest with you I used to be with doctor [gives name] and I wasn’t very happy, 
she just prescribes the medicines without really explaining to me and listening to what 
I have to say. I changed my doctor now and I feel I am benefitting more from the 
consultations, he puts effort to listen to me, hopefully my blood sugar levels will get 
lower now (Female, aged 42, P37) 
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The above excerpt vividly articulates that the patient links the nature of doctor-patient 
relationship with health outcomes. This was also emphasised in the literature (Bridges and 
Smith, 2016; Clayman et al., 2016; Peltola et al., 2018; Stewart, 1995). According to Schwartz 
et al. (2017), a good doctor-patient relationship fosters communication, improves patients’ 
understanding of illness and treatment, and allows patients to feel comfortable asking 
questions and participating actively in their own care. Schwartz et al. (2017) also highlighted 
that the doctor-patient relationship also has a demonstrated impact on adherence and health 
outcomes.  
 
Moreover, on several occasions, the consultants indicated that for them patient participation 
is about presenting options from which the patients may choose. For example, when asked 
directly about patient participation and what it means to them, all consultants were not 
generally opposed to this. They rather expressed that patient involvement is important and 
that they are in favour of it. However, the only aspect of patient participation they mentioned 
was giving them options.  
 
…the next step is to provide them with options and discuss each option with them 
(Consultant no.1) 
 
In the current study, the lack of time to communicate effectively and patients’ low literacy 
and education were often used as justifications from the consultants for not routinely 
checking for patients’ understanding and for not addressing patients’ concerns. 
it depends on the education level and I try to talk to them according to their 
educational level… they will not express everything, they will try to respond quickly and 
that’s it. And also, me sometimes I do not have the time to address all the problems 
with the patients (Consultant no.6) 
Here in Saudi for example we have the level of education is not very high especially 
because we are in a governmental hospital not private. So the population that comes 
to is may not be so educated. (Consultant no.2) 
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A growing body of evidence suggest that communication with healthcare providers can 
significantly affect the extent to which patients perceives their illness (Swaminath, 2007). 
According to Kennedy et al., (2018), a patient’s beliefs about their health predicts health 
behaviours such as medication adherence, use of healthcare services and lifestyle choices. 
Therefore, recognizing and acknowledging patients’ health beliefs may help improve the 
doctor-patient communication in a way that health providers can identify gaps between their 
own and the patient’s understanding of his or her illness (Collins and Street Jr, 2009). As a 
consequence, this may lead to developing a treatment plan that is more acceptable to the 
patient’s expectations and needs, and in turn, will be more likely to commit to it (Elwyn et al., 
2000).  
Patients’ reasons for valuing aspects of communication varied, but the analysis of these 
reasons led to the interpretation that they could mostly be understood in terms of 
communication having implications for the ways patients felt related as people, that they felt 
cared for, respected, and involved. The following extract vividly articulates this notion: 
some doctors here especially female doctors, are great, they really care and give 
sufficient time to every patient, they ask how you feel… what would you prefer and 
things like that… you feel they respect you… (Male, aged 41, P19) 
In their stories, patient participants used language that suggested not all consultants 
demonstrated an understanding of the challenge and burden of living with diabetes. 
They don’t give any importance to my thoughts about my own health… how I am 
struggling with diabetes every single day, I know they are busy but I just wish they 
would listen more than they do now (Female, aged 53, P7) 
As patients are increasingly encouraged to partake in the decision-making related to 
treatment and management of their own care, information exchange between healthcare 
providers and their patients becomes critical (Vest and Miller, 2011). Yet, communication 
between the two is often characterised as taking place in an asymmetrical relationship 
wherein providers dominate the interaction (Matusitz and Spear, 2014). Consequently, 
uninhibited information exchange may be a difficult task. On the one hand, providers expect 
their patients to understand their explanations and instructions and to thoroughly comply 
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with the treatment regimen they advise. On the other hand, evidence suggest that patients 
do not necessarily possess or understand the information their providers assume they do. In 
the current study, when consultants were asked about the extent of their patients’ 
understanding of the treatment plan, almost all respondents confirmed their patients’ 
understanding and were confident about it.  
In contrast, patients expressed some difficulty in understanding the treatment regimen and 
were too hesitant to ask for further explanation. As a consequence, the doctor assumes they 
understood and would carry on with the consultation. A possible explanation for these results 
may be the lack of adequate communication skills acquired by the doctors as well as the 
patients fear of being seen as ‘difficult’, this will be further explored in the next theme. The 
following extract articulates this notion: 
And as a result, the patient adopts this passive behaviour, I think the patient thinks 
that this is going to please the doctor, maybe they are afraid to upset the doctor if they 
try to discuss with him. This is my impression from the short period of experience in 
Saudi, I think so. (Consultant no.1) 
These results reflect those of Guttman (1993) who compared providers’ assessments of the 
knowledge and concerns of their patients regarding their diabetes and it’s treatment to their 
patients’ actual knowledge and concerns as reported by the patients. Guttman (1993)’s 
findings demonstrate that providers may not be attuned to what their patients actually know 
(or do not know). In view of the providers overestimating their patients’ knowledge, they 
might be less likely to provide their patients with pertinent information regarding their own 
health. This may have the implications of patients being less able to engage in self-care 
behaviours because they didn’t receive sufficient information to do so.  
I feel the lack of discussion from the side of the patient will make the adherence less 
efficient because the patient is looking in a passive way. The only area of discussion 
that I found that the patients of diabetes would like to engage in is when you try to put 
them under injection because most of them would try to resist taking injection and it 
usually take time for us to try to convince them about the value and the benefits of 
taking the treatment and try to minimize their worrying about the injections and the 
side effects of the injections (Consultant no.1) 
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Participants from both groups talked about their experiences with recognising what is known 
as the “wake-up call”, in which a critical moment that is typically caused by a scare such as a 
serious complication of the disease occurs. According to the participants’ views, recognising 
these moments is useful because patients usually are more prone to change their lifestyle 
and treatment-related behaviour after such incidents. For consultants, seeing this as an 
opportunity to improve the communication had a positive impact on behavioural change in 
their patients, but in most cases, it was too late, and a lot of damage had already occurred. 
One consultant gave a story of a patient who had decided to stop the treatment regimen in 
order to lose weight without consulting him and ended up not losing weight and not 
controlling the diabetes. 
 
stopping the Lantose medication led to worsening her diabetes control and she didn’t 
get the benefit of losing weight either that’s why she is going for a bypass surgery. So, 
unfortunately, a lot of patients usually take decisions like this without consulting their 
doctor and when they come next time to the clinic its usually a big gap has happened 
in between and the bad outcome had already happened so it maybe sometimes 
difficult to reverse the situation. (Consultant no.1) 
Another consultant commented: 
we struggle a lot in this matter and when they reach the complications they will say 
okay doctor, I'll do it, now I'll do whatever you tell me. (Consultant no.5) 
 Several participants also discussed instances whereby doctors had apparently tailored 
aspects of treatment to accommodate individual circumstances and preferences resulting in 
some feeling that they had been respected and cared for. For example, a consultant explained 
an incident whereby she tailored the treatment regimen due to his patient being a geriatric 
patient in which he valued quality of life over quantity, the consultant said:  
 
One of my patients was elderly and I told him you have A1c 12% you need to be on 4 
injections and I will take you to MDI (multiple daily injections) so I will give you 4 
injections a day but actually he was over 80 years old so I went back with this decisions 
and told him you know what we will continue with the 2 injections a day because he 
166 
 
has a geriatric patient he is elderly so I cannot go with 4 injections so I changed my 
regimen, I changed the guideline according to the situation. He wants only two 
injections in the day so we go the two injections, so it depends also on the quality of 
life, so we controlled his blood glucose but not to the level that we reach A1c, but to 
the level that we will stop the polyuria and the urinary incontinence he is having 
because of the hyperglycemia. So he is an elderly patient you want to stop that so I 
decrease the blood glucose to a level that will ensure that he has no more polyuria but 
I will not go with the strict control of the Hemoglobin A1c especially by intensifying the 
insulin regimen and giving 4 injections so I will not go with this in a geriatric patient 
(Consultant no.6) 
 
This extract shows some consideration from the doctor towards the patients’ specific 
circumstances. However, this was not a dominant notion emerging from the interviews which 
gives a sense that it is not a common practice among the consultants. Especially that only a 
few patient participants confirmed this idea suggesting that when they ask their doctors to 
tailor the treatment according to their preference, they usually get a negative response and 
were asked to stick with the treatment regimen as usual.   
I asked my doctor to change my doses several times, I told her two tablets 6ml don’t 
do anything, but she refused and asked me to stick with the plan (Female, aged 74, 
P33) 
Some participants commented that there was a lack of empathy and understanding of 
patients’ problems, which was attributed to the short time allowed for the consultation. They 
related this lack of time to the purpose of the consultation from the doctors’ point of view 
which they claimed to be seeing as much patients as possible which in turn reflected on 
patients’ feelings of frustration and disappointment. One patient commented: 
 
Their main goal is to see as many patients as possible not to actually give the patient 
good quality care whether this is from the nurses or the doctors, they just don’t care, 
this is way the services here are very bad unfortunately (Male, aged 41, P19) 
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there is a lot of factors, not only in being not understanding, but also for understanding 
if they are mentally okay they will understand it is not that they don’t understand if 
they are mentally ok if they are not demented. If they are mentally okay, they will 
understand (Consultant no.5) 
In line with previous findings (Brundisini et al., 2015; Nagelkerk et al., 2006), being able to 
openly discuss their challenges and other concerns related to coping with diabetes required 
a trustful and continuous relationship with their healthcare providers. Interestingly, however, 
some patient participants in the current study did not expect hands-on support for daily life 
disease coping and stress-related issues with their consultants. One explanation might be 
that consultants tend to focus in their communication primarily on clinically oriented goals 
such as controlling blood glucose levels and preventing complications, whereas the diabetes 
management in the context of the patient’s daily life receives far less attention in the 
consultation. When asked whether they speak to their consultants about their concerns and 
issues outside the context of diabetes treatment, the majority of participants said that this 
was not the case, and usually they would otherwise be referred to the health education clinic 
for further discussions about their concerns. One patient commented: 
 
My nature, I like to share everything… I started deeply discussing with him about 
medicines and I talked about some symptoms I am experiencing and is this related to 
it he told me no it is not related to your diabetes and he advised me to follow up with 
the nutrition and health education clinic that is within the diabetes clinic (Male, aged 
56, P28) 
 
We try to solve the issues, because there are lots of issues related to diabetes for 
example if the patient is not educated, he can’t read, he can’t see for example he has 
eye complications he can’t use the injection properly. So there are a lot of issues. For 
example, the patient is living by himself and suddenly got hypoglycaemia what to do 
in this situation (Consultant no.2) 
In the quotes above, the physician talked about the necessity for patients to understand what 
is happening around them and exemplify this with the reasons behind certain instructions 
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that the patient is supposed to follow. However, from the patient’s extract, he asked 
questions about aspects that the physician did not deem to be relevant at that time. 
This was contrary to the consultant’s views who indicated that they tend to discuss other 
matters with their patients and build a trusting relationship with them in other aspects of 
their life when the time is available.  
 
Although these kinds of questions and discussions may be perceived as a burden, it is believed 
that they might nevertheless help the patient to make sense of the situation. This 
sensemaking may in turn be necessary to be able to ask further questions to reach an 
understanding (Grünloh et al., 2018). 
Usually they answer straightforward to my question without elaborating much 
because we have plenty consultations, you know diabetes has many aspects many 
things to discuss about: your glucose monitor, your targets, and so on and so forth, so 
within this overwhelming conversation and very long, they will not express everything, 
they will try to respond quickly and that’s it. And also me sometimes I do not have the 
time to address all the problems with the patients (Consultant no. 6) 
 
Another consultant adds: 
 
Some patients are well educated and discuss thoroughly, others however, even when 
they are educated, sometimes it's misunderstanding about the diabetes management 
including the medication, insulin, sometimes they stop insulin by themselves, there is 
some lack of awareness about the importance of understanding your disease, and they 
tend to rely on what they already know (Consultant no.3) 
 
There is good evidence that patients’ attitudinal challenges seem to hinder the progress  of 
implementing shared decision-making (Butow et al., 2004), and this appears to be a further 
crucial barrier yet to be overcome. As shown in the above quote, even when the patients are 
well educated and well informed, many still find it difficult to utilise this knowledge to 
participate meaningfully in decisions about their health (Joseph-Williams et al., 2014a). From 
the interviews with the consultants, some indicated that they were often unsuccessful at 
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negotiating with their patients about treatment and management options. 
 
The previous discussion demonstrates inconsistencies in patients’ and doctors’ responses. 
From the patients’ responses, it can be indicated that patients often want to discuss problems 
and concerns they have but they do not feel welcomed by their consultants to do so. Also, 
patients complained that the discussions were mainly about diabetes control and treatment 
rather than understanding and responding to the practicalities of each patient. 
 
some doctors just give me the treatment and that’s it… they don’t have time to discuss 
with me about my concerns or problems so I don’t bother to ask… (Male, aged 54, P11) 
 
Patients’ experience with regards to emotional support from health care providers has been 
examined in the literature. The work of Mahfouz et al. (2004) is a good illustration of this. In 
their study, 253 patients attending a primary health clinic in Asir Region in Saudi Arabia were 
interviewed about accessibility, continuity, humanness, informativeness and thoroughness 
of care. The findings of their study showed similar results to the current study in several 
aspects. With regards to emotional support, Mahfouz et al. (2004) found that patients 
perceived that there was no sympathy from health care staff. Furthermore, Al-Doghaither et 
al. (2003) found that humane behaviour and interpersonal communications of the hospital 
staff were important factors influencing patients’ choice of hospital. Their study also found 
that many respondents reported that medical staff in private hospitals were perceived to be 
more skilled, helpful and had a more pleasant attitude regarding patients’ needs. This finding 
is similar to the participants’ experiences in the current study who had visited private 
hospitals for similar reasons. One patient reported: 
 
I used to have health insurance in a private hospital but I started to come here after 
my husband retired, I have noticed a huge difference in the service being provided and 
the attitudes of the staff. I am not happy with the way things go here, but where can I 
go?, I can’t afford to go privately (Female, aged 18, P2) 
 
sometimes when the waiting period between the appointments is very long, and my 
hypoglycaemia is getting worse, I go to see my doctor in his private clinic because I 
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can’t wait honestly and even when I come to the ER they don’t do anything to me 
(Female, aged 85, P5) 
 
On the contrary, only one patient had a different experience in a private hospital he used to 
visit and felt that doctors in public hospitals give more effort and care towards patients. He 
said: 
before I used to follow up with a private hospital and I had a big issue with my doctor 
there because every time I visit them, they don’t have let’s say because they have 
pressure and try to finish his minutes with the patients, when I come here, the doctor 
advises me especially in the first consultations because he finds the dose of insulin, the 
dose of tablets even for blood pressure he found there is four types of medications I 
take, he said you don’t need all these things, he gives me a special type of dates I 
commit to around 15 days. He built an entirely new treatment regimen and around 50 
to 60% of my old medications were taken away and up to now I stick to what they tell 
me. For that, I trust actually the hospital staff here because they look for humanity not 
for money (Male, aged 54, P27) 
These extracts demonstrate the importance of humane behaviours and interpersonal 
communications of healthcare providers towards their patients and the impact that has 
towards developing and maintain a trusting relationship, patients satisfaction and choice of 
hospitals. Furthermore, it can be perceived from the findings of this study that consultants 
often intensify their focus on disease management and assume patients lack the 
understanding, skills, or will to sustain the necessary behaviours to control their diabetes. 
Although this may sometimes be the case, evidence suggest that this focus may have the 
unintended consequence of further distancing patients from participating in their own health 
(Brundisini et al., 2015). 
Another interesting finding emerging from the interviews was that participants were greatly 
influenced by family and friends in adopting self-care behaviours related to their diabetes. 
For some, especially elderly women, this created barriers to diabetes management, as they 
had to observe the requirements and routines of the family over mealtimes impacting their 
engagement in self-care behaviours as demonstrated in the previous theme. On the contrary, 
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others, particularly middle-aged men identified the potentially positive influence of family 
support. A 41-year-old male patient reported that he discusses information about new 
treatment of diabetes with his friends, he said:  
I heard from my friends that there is a new device like a rubber and I can inject the 
insulin into it and the body will absorb it, that will reduce the pain if the injection I 
guess, I need to search for it (Male, aged 41, P19) 
However, and similar to other studies related to negative social support (Goetz et al., 2012), 
a 60-year-old male patient experienced a negative consequence of listening to his peers 
about diabetes treatment. He explained his regret for following his friends’ advice in regard 
to not accepting insulin initiation which resulted, at a later stage, in his toe of his foot being 
amputated. He said: 
my biggest problem was listening to other people’s opinions, that had a very negative 
impact on my decisions, and look at where I am now, none of them cares about what 
had happened to me. I am now totally agreeing to turn to insulin injections (Male, aged 
60, P29) 
This outcome is contrary to that of other studies that found positive peer influences in 
providing the informational, emotional, and practical support needed to sustained self-
management of diabetes (Boothroyd and Fisher, 2010; Fisher et al., 2012; Thom et al., 2013; 
Yin et al., 2015). Engagement in peer health is defined as the interaction, education, support 
offered by peers with the same condition to promote self-care (Fisher et al., 2012; Litchman 
et al., 2018). In the context of diabetes management, peers have dealt with many similar 
problems and understand a situation in a way that family members and friends likely cannot, 
as they often lack knowledge and the experience of dealing with diabetes in daily life 
(Brownson and Heisler, 2009). In such a way, peers can support each other to stay motivated 
and help deal with the stress that is associated with living with a chronic disease (Boothroyd 
and Fisher, 2010; de Vries et al., 2014). However, a previous systematic review on peer 
support concluded that evidence on the benefits of peer support on diabetes outcomes is 
limited and inconsistent due to weak theoretical foundation of the interviews (Dale et al., 
2012). Dale et al. (2012) suggested that there may be considerable scope for increasing the 
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effectiveness of peer support intervention by strengthening its theoretical foundation and 
linking this to the processes involved in all aspects of its implementation. 
Also emerging from the participants in the study, stress was mentioned as one of the key 
barriers to patient engagement in self-care behaviour as well as actively collaborating with 
health providers. Patient participants indicated that life and diabetes-related stress and grief 
made it difficult for them to cope with diabetes and in time had negative impact on their 
ability to engage in self-care behaviours.  
at the beginning it was a bit difficult on my mental health I mean I was not expecting 
it because I was taking good care of my diet (Male, aged 49, P34) 
I have special sugar now to use with my coffee it’s sugar free, now I really try to control 
but for the soft drinks maybe it’s been 4 years now since I ever had soft drink, I only 
drink water (Female, aged 54, P9) 
The underlying emotional and psychological issues of the patients influenced the 
development of a passive behaviour within the doctor-patient relationship. As the following 
patient underlined, there was an association between passivity and the patient’s fragile 
emotional and psychological condition: 
… I stopped taking my medications, I was I very mentally tired. My husband was very 
sick and admitted to the hospital so that ruined all the plans and made it so difficult 
for me to follow my doctor’s advice (Female, aged 50, P16)  
Passivity seemed to be an identity that was characterised by the patient participants by an 
inability to voice opinions in the medical encounter. They simply conform to what they 
perceive to by the predominant social and cultural standards and norms. Some participants 
expressed the view that they preferred to rely on their consultants, explaining that this was 
because they believed that the consultant had the knowledge and the clinical experience 
required. They stated that even if options were provided to them, they would still prefer to 
be given advice and to follow their consultant’s preferred treatment choices: 
I have nothing to say or ask I just settle with what the doctor gives me, at the end he 
is the doctor not me right? (Female, aged 43, P4) 
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It was, therefore, the passivity of the patient that somewhat influenced the way in which they 
were treated by their doctors, as one consultant illustrated: 
I feel the consultations usually they go smoothly and the patients go out convinced 
with the treatment. Usually we have the community that listen to the doctor a lot, they 
follow their orders even they don't change the doses of medication, they don't have 
the confidence, they don't have the knowledge background that they will act upon this 
situation (Consultant no.6) 
 
From the above extract, two points were apparent. On the one hand, the consultant assumed 
that the consultations with patients goes smoothly, whilst not explaining how this statement 
was made and on what measures. On the other hand, it seemed that this consultant 
associates the smooth-going consultations with the patients’ passivity and most particularly, 
this consultant links this passive behaviour to patients’ lack of confidence and knowledge.  
While this might be the case in some patients, the majority of the patients did not feel 
encouraged to speak and did not feel their opinions were welcomed. Given such an 
assumption seems to be a one-way judgment and is conflicting with the patients’ views as 
demonstrated throughout this chapter. For example: 
I would love if my doctor would listen to me more… I know if I would talk with him I 
wouldn’t finish till the morning (Female, aged 53, P7) 
Such a response was indicative of a need of the patient to be listened to and the desire to 
speak more during the consultation. Extending such observation, patients suggested that 
doctors who listened to what they are saying empower the patient, and facilitate the pursuit 
of self-care treatment outcomes:  
he takes some time to discuss with me about my concerns or issues and I like that, I 
like to feel listened to…. I’ve known him for years now, I trust him… I always follow his 
advice (Male, aged 57, P8) 
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This was also illustrated by one of the consultants who indicated that listening to the patients 
is important to developing a trusting doctor-patient relationship as well as the patient’s 
satisfaction with the doctor, she said: 
I think that this is a very important issue. That the patient sees that you are listening 
to them. The patients feel they need somebody to listen to them and unfortunately, 
some of them don’t because that our clinic is so crowded. But what I hear from my 
patients, what I get from them, they always tell me we “feel happy when we see you 
in the clinic” because sometimes I am not around I am on vacation somebody is 
covering me so they tell me they feel lonely. So I understand that they are feeling 
comfortable when coming to the clinic and seeing me so they tell me about this concern 
they always tell me everything they want even if its something else not related to 
diabetes (Consultant no.5) 
The diversity of patients’ responses that emerged from this study with regard to their 
involvement in decision-making was also demonstrated in the literature. Stepanczuk and 
colleagues (2017) developed four hypothetical scenarios with clinical decisions and 
conducted eight focus groups to better understand the influences on individuals’ decisions in 
the context of the scenarios. From their analysis, the relationship a patient had with the 
physician emerged as the primary influence on whether participants would accept or reject 
a recommendation. Similar to the findings of the current study, participants repeatedly 
described trust as a facilitator and a barrier to their engagement in self-care behaviours. In 
their accounts, trust in a physician had motivated participants to agree and engage in 
treatment decision-making, while distrust in a physician made them question the 
recommendation and seek a second opinion. The following extract illustrates this finding: 
He [his doctor] built an entirely new treatment regimen and around 50 to 60% of my 
old medications were taken away and up to now I stick to what they tell me. For that, 
I trust actually the hospital staff here because they look for humanity not for money 
(Male, aged 54, P27) 
one time I saw a doctor and I didn’t quite like his method and way of talking to me so 
I asked to change him, he was not really giving me clear guidance he says if you want 
to take the pills with the injections it’s up to you, when I took another opinion they told 
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me no don’t take both because they both reduce the blood sugar and cannot be taken 
together otherwise you will get hypoglycaemia… I got confused (Female, aged 33, P10) 
From the aforementioned information, it can be suggested that patient perceptions of the 
quality of their interactions with their health providers have a significant association with 
their trust in physicians and, in turn, their engagement with self-care behaviours. With regard 
to  emotional support, a growing body of evidence has found a robust association between 
depressive symptoms and interpersonal difficulties in the doctor-patient relationship (E. A. 
Beverly et al., 2012; Linetzky et al., 2017). Schenker et al. (2009) evaluated the relationship 
between depression and communication quality for patients with coronary heart disease in 
two domains: explanation of condition and responsiveness to patient preferences. They 
found that patients with depression may view the doctor-patient relationship through a 
different lens, irrespective of disease severity.  Consistent with previous studies, some 
participants in the current study demonstrated feelings of stress, and some of them linked 
this to their poor diabetes control and poor communication with their provider. The following 
patient expressed issues of stress and talked about her dissatisfaction with her doctor: 
My diabetes is not controlled most of the time, I think this is because of my mental 
status, I am always angry and stressed, I have so many problems in my life… I am not 
happy with my doctor, I tell him I feel this I feel that…he never understands me… 
(Female, aged 59, P13)  
The above extracts articulate that participants widely and strongly connected stress and 
worries with diabetes, as a cause, an exacerbating factor, and as a consequence. Stress from 
work, finances, and family matters were frequently mentioned as impediments to diabetes 
control, both directly and indirectly. Some participants reported that stress led directly to 
increased glucose levels, but leading a stressful life also caused difficulties in finding time to 
take medication, eat well, and attend clinic appointments. Algarni et al. (2018) found that 
patients with a history of mental illness strongly desired their doctor to understand their 
emotional needs and to be interested in how the problem affected their life. Similarly, Epstein 
et al. (2010) found that anxious or depressed patients preferred a more person-centred 
approach to care delivery.  
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During the interviews, patients showed a desire to be listened to by their doctors. They 
wanted them to understand their feelings and expectations which might be hidden behind 
words and sentences, as many times the cognitive and emotional content of the patient’s 
words is presented verbally or non-verbally disguised or completely falsified (Papaspurou et 
al., 2015).  
I want a person who I can trust… always there when I need him… I wish he would listen 
to me even though a little bit (Female, aged 53, P7) 
These patients were not, then, dependent upon the consultant solely for their treatment; 
they were also dependent upon them as people to provide them with emotional and 
psychological support that they felt they needed.  
Therefore, during the consultation, the doctor should not just listen to what the patient says, 
but also to understand the different tones and intensity of his or her voice and the various 
nonverbal facial and eye expressions. For the above purpose, devoting sufficient time and 
attention to the emotional needs of patients is required in order to express his or her 
thoughts, fears and concerns about their condition. Psychological support to some patients 
was as important to them as physical support. 
In the current study, emotional distress and systems of depression with regards to coping 
with the disease appeared to be more common in women who talked about depression and 
stress more often than men. This may be because I am a female, Saudi researcher and the 
men were uncomfortable disclosing psychological issues to me. However, this finding is 
consistent with other research results conducted in Saudi Arabia (El Mahalli, 2015; Mukrim 
et al., 2019) confirming that women with diabetes showed higher levels of emotional distress 
then men. This is contrary to the findings of Lloyd et al. (2000) who reported greater 
depression in men, but increased levels of anxiety in women. Although, the findings of (Lloyd 
et al., 2000) could not be compared to the current study because it was conducted in a 
Western country which has a different cultural context.  
In the current study, emotional distress seemed to be attributed to fear and worry about 
potential complications, family issues, fear about the future, and sadness. A possible 
explanation is that women play many gender specific roles, which exposes them to increased 
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work demands and responsibilities. Furthermore, the social role attributed to women 
(passivity, dependence and emotional expression), allows them to be more emotionally 
expressive  compared to men, particularly in this culture (Khuwaja and Kadir, 2010). Also, a 
previous study showed depressive symptoms are mainly influenced by social and cultural 
factors (Lloyd et al., 2000).  A 59-year-old female patient diagnosed with diabetes 25 years 
ago commented: 
diabetes affected me a lot mentally, I feel depressed and down most of the times 
(Female, aged 57, P39) 
The fact that female participants showed higher levels of emotional distress in this study, 
lends to the need for more attention when treating female patients in the sense of 
understanding psychological factors within their lives. Overall, it can be concluded from 
discussions with patients with regards to emotional distress that psychosocial stress, anxiety, 
and depression have a negative impact on the disease itself, their perception of the disease, 
their communication with their doctors and overall quality of life (Schenker et al., 2009). 
 
4.6.4 Chapter summary 
In summary, the findings within this chapter illustrated the participants’ beliefs and 
assumptions about illness, treatment and role in decision-making, what they are and 
therefore who is responsible for promoting and sustaining them in a way that promotes 
patient participation and engagement in decisions regarding their own health. A number of 
different views on the seriousness of diabetes and its implications on one’ health was shared 
by the participants. These were discussed and compared with clinicians’ understanding of 
patients’ beliefs with respect to patients’ preferences for involvement in making decisions 
about their health, desire for information, perceptions of health condition, beliefs about 
treatment effectiveness, and emotional conditions. Since perceptions of patients can 
influence healthcare providers’ communication and decision-making (Hall et al., 2002; Street 
et al., 2007), and since healthcare providers may have limited awareness of their patients’ 
beliefs, research is needed to determine what factors may contribute to a greater 
understanding of patients’ beliefs and values. Furthermore, this theme highlighted the need 
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to consider cultural, social, and religious factors in the care of people with diabetes and how 
these factors affect the negotiation of treatment and management of the disease. The next 
theme will explore participants’ opinions on the nature and flow of decision-making within 
the doctor-patient communication.   
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Chapter 5: Findings and Discussion II 
 
5.1 Theme 2 Nature and flow of decision-making 
The participants discussed several topics that they considered as challenges for good doctor-
patient communication and friendly consultation environment. This theme will explore 
participants’ perceptions with regards to the nature and flow of the consultation which, in 
turn, influence patients’ participation in treatment and management of their care. 
Subthemes in relation to this theme are: active listening and engagement in consultations in 
the sense that both doctors and patients have different perceptions and expectations 
towards the outcome of the consultation; interrupted consultation privacy; lack of 
encouragement for the patients to ask questions or express their concerns; and lack of 
continuity of care and consistency of advice provided across the healthcare team. 
5.1.1 Sub-theme 1: Enabling autonomy and empowerment 
Autonomy, from the patients’ point of view, is respecting the patient’s capacity for making 
his or her own decisions on the essential issues in the treatment and management of their 
health (Entwistle et al., 2010). Likewise, empowerment is understood as providers supporting 
people to self-manage by building trust. (Bastemeijer et al., 2017). In the current study, 
several participants discussed valuing the relationships and partnerships that they had 
developed with particular doctors because of the way these had enabled them to understand 
and contribute to discussions about their condition and care. This was especially the case 
when they had known a doctor for many years. Participants viewed ongoing support with the 
same doctor as essential for reassurance, autonomy and motivation. This finding was similar 
to the views of a few of the consultants who spoke about their patients as members of the 
family.  
 
You should be very private about such things and of course there is a big trust so we 
need to give them and deal with them as a family member as much as you can so most 
my patients I have big trust with them for years and years, some patients almost ten 
years with me (Consultant no.4) 
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Furthermore, in this subtheme, participants discussed autonomy and empowerment. 
Consultants said that historically patients had been passive, attending consultations solely 
for medications and receiving medical care. The physicians were patriarchal, in the ‘doctor 
knows best position’ claiming that patients prefer to give doctors full responsibility without 
negotiation. 
 
However, I believe that recently people have changed, especially the younger 
generation, they come prepared and done their research and read about their 
condition and ready to discuss with the doctor and get involved in the decision making 
about his treatment and I believe this should be the way, in fact this will make it easier 
for me as the doctor to take the decision instead of taking full responsibility, the patient 
becomes part of the management plan (Consultant no.2) 
 
I think the patient does not discuss because they think that this is going to please the 
doctor, maybe they are afraid to upset the doctor if they try to discuss with him. 
(Consultant no.1) 
 
A few participants indeed showed a high level of reliance on their consultant with regard to 
decision-making related to treatment and management of their diabetes. They indicated that 
they preferred to follow the given advice because they believed the doctor knows more than 
them and that they did not want to interfere with their job. They felt they did not know 
enough about diabetes treatment and management and therefore had to accept the doctor’s 
recommendations. A 59-year-old female patient reported:   
 
No, I don’t get involved, he is the doctor he knows the best, I don’t interfere with his 
work (Female, aged 59, P13) 
 
I always follow his [the doctor’s] recommendations even if I don’t agree (Male, aged 
49, P34). 
 
Consultants felt that involving patients in treatment decisions would encourage those 
patients to take responsibility for their own health, especially with people being more 
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educated nowadays. They explained that if the patients are not aware of the disease and its 
treatment, they will not be able to successfully manage it.  
 
They are lots of complications from this disease. So, patients if they are not aware of 
this disease, if they don't read about how to control it, what's the complication, what 
will happen if they comply to their medication and so, they will fall to these problems 
(Consultant no.5)   
In the past, we were just pushing patients to take certain medications and that’s it, 
without even knowing anything about this medication and what is the background of 
every respondent. Now the people are more educated, people start reading news and 
reading articles and they come to you with all these information with the social media- 
so they come to you- some of it is right, some of it is wrong, you need to clarify to them, 
you need to justify the doubts, you should know what is going on in social media and 
argue based on evidence. So that is again you are dealing with more educated people 
compared to the past so you need really to make it very clear with them (Consultant 
no.4)    
 
Yeah, let’s say 90% of them want to participate. Actually they are complaining why 
when I’m explaining to them the product, how you increase the insulin, how you take 
your drugs, what are the side effects of these drugs. Sometimes they ask how I am 
diabetes for so long now and I don't know about these things (Consultant no.6) 
 
 
Entwistle et al. (2012) developed a conceptual map, explaining which experiences of health 
care delivery matters to patients and why. The themes they identified corresponded to a 
large extent with the current study findings. The themes entitled “develop my capabilities for 
autonomy and self-care” and “[involve me] in decisions about my care” in the first main 
category (“enable me to be and do what I value being and doing within and beyond my health 
care encounters”) correspond with the theme of autonomy (Entwistle et al., 2012). Likewise, 
in a qualitative study, Lee et al. (2013) explored patient values among people with type 2 
diabetes in medical decision-making. They developed a conceptual model of patient values 
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with different layers of depth; treatment specific values, values related to life goals and 
philosophies, and values related to personal and socio-cultural background (Lee et al., 2013). 
The theme “enabling autonomy and empowerment” in the current study corresponds with 
the values related to the first layer of depth, the treatment specific values, suggesting 
practicing shared-decision-making and studying the patient’s narratives in order to stimulate 
the patients’ own contribution (Lee et al., 2013). Along the same lines, Schoot et al. (2005) 
recognised the theme autonomy, which was distinguished as a lack of recognition by 
patronising being paternalistic and arrogant. 
 
Furthermore, in line with the literature, empowerment was characterised as the fifth 
category in the preliminary conceptual framework of Leamy et al. (2011). In their analysis, 
they represented empowerment by giving the patient personal responsibility and control 
over his or her own life, concentrating on strengths instead of weaknesses. Additionally, 
O’Keeffe et al. (2016) formulated the theme ‘encouragement’, which comprises motivation, 
empowerment, and strengthening the bond between patients and providers. In a study on 
interactions between patients and their caregivers aimed at tailoring care to the client needs, 
it was identified that recognition of patient values underlying their needs, such as uniqueness 
and autonomy, and recognition of values underlying the care relationship, such as equality 
and partnership, was a central element within the interaction (Schoot et al., 2005). In their 
study, they argue that the patients are strengthened through such recognition of client values 
which implies that the patients regard themselves in an equal position to the providers and 
as an interdependent partner in care (Schoot et al., 2005).  
 
An empowered patient may become an active and equal partner in medical consultations and 
doctors’ encouraging this is an important and positive attitude that could facilitate this 
process. Also, it was evident from the literature the importance of emotional and social 
support in promoting a sense of self-efficacy and commitment to lifestyle changes and 
encouraging patients to do better and stay “on track” (Brundisini et al., 2015). This was 
highlighted by most of the consultants interviewed in this study. The following extracts show 
the understanding of the consultants towards this aspect: 
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As I told you education! Education!, Empowering patients, enlightening them about 
their diseases, I make sure that he knows everything about the hyperglycemia, the 
hypoglycemia, the physical exercise prescription to them, what are the targets, how 
they increase the insulin, when I review all of this with them, when we work as a team, 
then the management will be easier, the consultation will be easier… you help them to 
build up their confidence … on your part it’s about empowering them and giving them 
confidence in treating themselves (Consultant no.6)  
 
Actually when they are educated, they are managing very well and they have the 
confidence, you help them to build up their confidence of increasing doses, checking 
their blood glucose, when we are meeting them you feel that they are involved in their 
management, they will be confident, some of them they are increasing the doses, they 
know which doses that bring them hypoglycemia like this. It depends on their 
personality, it is a factor of personality, knowledge and on your part is empowering 
them and giving them confidence in treating themselves (Consultant no.6) 
 
Nevertheless, it is important to acknowledge that whilst education is key, it is not enough on 
its own for optimal self-management (Fransen et al., 2012; Osborn et al., 2010; Rothman et 
al., 2002; Schillinger et al., 2002; Schinckus et al., 2018). In the current study, the majority of 
the patients who perceived themselves to be proactive in their care, were aware that a 
successful doctor-patient relationship could only occur through willingness to cooperate with 
the doctor and to function within the structure of the agreed treatment and management 
plan.  
 
my doctor makes me feel confident that I am in control of my health and encourages 
me to take charge of my diabetes, this will make me excited to adhere to my 
medications and try to control my diet.. we discuss my situation.. come up with a plan, 
me and my doctor as a team.. we work together always (Female, aged 85, P5)  
Now when it comes to the patient also they have to be educated, about what's going 
on, the management, the drugs. And they have to be part of the decision especially 
when it comes to diabetes because the management depends a lot on patient's 
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compliance to diet, to medication, patient preference. Do they prefer oral medications? 
Do they prefer Insulin? So, this is what I believe the management should be, it's a 
preparation of both me and the patient, it doesn't depend only on me. (Consultant 
no.2) 
The above responses indicate that the active patient is one who believed that the relationship 
between themselves and their doctor would be defined as a team which gives a sense of 
partnership and collaboration between the two groups.   
Active patients sought to participate in the treatment of their diabetes, which had a 
significant effect upon the type of relationship that developed between themselves and their 
consultants. From the patients’ perspective, the participation can take a number of forms. 
For instance, some patients considered their participation in the sense of educating 
themselves, reading about their symptoms, for others, participation meant to simply stick 
with the treatment plan and being honest with their doctors. Other perceived participation 
by asking questions and expressing their concerns during the consultation. The following 
extracts are some examples: 
 
as long as your sticking to the treatment plan you should be fine, the doctor is there 
just to guide you and to give you advice (Female, aged 53, P7) 
I like to ask questions if I have something to say I say it because it will affect me 
eventually (Female, aged 33, P10) 
I have to be honest with my doctor, otherwise my blood results will show everything 
and there is nothing to hide. (Female, aged 43, P4) 
 
Evidence suggest that asking questions during medical consultations may facilitate physicians 
to provide information, and it helps patients obtain the specific information that is most 
important to them (Amundsen et al., 2018). Also, it has been argued that patients who 
actively participate in the medical encounter receive more facilitating and supportive 
communication from their physician (Street et al., 2005).  
185 
 
most of them they are honest and willing to improve their management (Consultant 
no.2)  
there are some things that have ups and downs and the more the patient is aware and 
involved in the management, the more successful he or she will manage their diabetes. 
Maybe later my colleague can talk to you more about the insulin pumps with his 
experience and how the patient himself increases or decreases the dose with time he 
knows his body and how it reacts. Of course a huge part of diabetes management 
depends on the patient himself and his awareness and understanding to the point 
where he becomes his own doctor (Consultant no.2) 
when the treatment plan is developed he starts to know what to do in different 
situations for example when I see a patient aware and educated I will tell him ok if the 
blood sugar didn’t improve you can increase five units and if not increase another five 
units, he doesn’t have to visit me every now and then, we put a plan that the patient 
can stick to and apply to different situations and manage himself or herself (Consultant 
no.2) 
 
These findings align with those reported previously about doctor-patient communication 
(Entwistle et al., 2010). Communication that enables patients to understand their condition 
and their treatment options, and to feel that they are listened to, respected and 
acknowledged as partners in their care, provides important underpinnings for the exercise of 
autonomy and empowerment. Conversely, communication that does not support patients in 
these ways can positively undermine not only the scope that patients have to enable them 
to contribute to their care, but also the self-respect and self-trust that are necessary for their 
exercise of autonomy, in healthcare settings and beyond (Entwistle et al., 2010).      
 
one of them she was a Dean in the College of Applied Medical Sciences and she said 
that I want the (Jardiance) this medication that takes the glucose in the urine and 
lowers the blood sugar, so just prescribe this one for me and that’s it.  She said I read 
about this drug and heard that it’s a good drug from several colleagues and family 
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members so just prescribe it to me.  It was good for her actually that’s why I go with 
her wish (Consultant no.6) 
 
from my own experience, when I try and start exercise and my blood sugar is down, 
my body starts shaking, I start handling the dose on my own, I will adjust the dose by 
reducing it and so on. When I come back to the doctor, I tell him the things that happen 
to me: one two three and I did one two three, I be very clear with him, that is a must 
to me. The nature of my job as a trainer in my field as a programmer, made me 
naturally sharing my mind in everything so I feel sorry for my doctor really [patient 
laughing]. (Male, aged 56, P28) 
 
5.1.1.1 Active listening and engagement in consultation   
This theme was articulated by the majority of participants who, in effect, suggested that 
patients knew how their diabetes affected them, and how it should be managed, but that 
doctors paid too little attention to these lay views. Patients particularly stressed the 
importance of a welcoming environment in which they felt their views and concerns were 
taken seriously as well as the importance of consultations in which genuine two-way 
communication occurred:      
…I think this thing is related to the personality of the physician himself, I mean there 
are doctors that when the patient enters their consultation they just see the patient as 
a patient, it’s his job, the patient is here the results are here lets prescribe the 
medication and that’s it we are done…they should be more welcoming to our concerns 
and issues that we wish to discuss… and give the patient a chance to talk (Male, aged 
46, P17) 
Active listening is considered an important competency for doctors as part of a patient-
centred style of communication (Robertson, 2005). It is an active process that involves taking 
in all the information expressed both verbally and non-verbally by the patient (Bauer and Figl, 
2008; Fassaert et al., 2007). Studies suggest that listening not only involves understanding 
the verbal component but also eliciting patients’ attitudes, needs and motives behind the 
words (Ranjan et al., 2015).  Effective consultations, that enhance the ability of patients to 
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engage in the management of their own disease, depend on the construction of an 
environment in which a patient feels comfortable about asking questions, and on the 
willingness and ability of health providers to listen to what patients have to say (Pomey et al., 
2015). This includes the doctor listening to everything the patient says, whether it is directly 
related to their health or not. It also involves exploring what patients want to gain from the 
consultation, which may be different from the doctor’s aims and expectations. 
 
The act of listening during medical consultations emerged from the interviews as having many 
benefits within the doctor-patient communication. Empirical evidence suggested that 
healthcare provider empathy that is reflected through attentive listening is important to 
patients because they perceived it to be an essential component of a healing and therapeutic 
agent, and a means of fostering and strengthening the doctor-patient relationship (Jagosh et 
al., 2011). The most mentioned aspect of patient satisfaction with the communication during 
medical encounters were patients’ feelings of being genuinely cared for: the degree to which 
their physicians took time with them, explained things patiently and listened to them, and 
were accessible when needed. For example, a 53-year-old female patient expressed her 
wishes to be listened to. She explained how that shows her that the doctor sees her as a 
person rather than just a patient, that her doctor cares and takes her situation seriously. 
Likewise, and similar to the findings of Kvåle and Bondevik (2008), this act of “listening” 
makes patients feel valued, increases their self-worth and gives them a sense of control over 
their health.  
 
I would love if my doctor would listen to me more than he does now, you see I 
understand he is busy and he is committed to a specific time with each patient but I 
wish he would listen to me even though a little bit, I know if I would talk with him I 
wouldn’t finish till the morning [patient laughing] but you know something reasonable 
would be nice… that he actually cares about me (Female, aged 53, P7) 
 
Similar to the above patient, most patient participants repeatedly expressed the need to be 
listened to, for empathy, respect and warmth from health care providers, needs that were 
associated, from the patients’ perspective, with satisfaction with the health system. Patients 
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claim that when communication is not good, they felt uneasy and more vulnerable. These 
feelings can be considered motive for not following the treatment plan (Jin et al., 2008).  
Similar findings have been identified in other studies that used different methods to derive 
patients’ priorities. For example, patients  placed greatest important on having a “doctor who 
listens and does not hurry me” (Carroll et al., 1998), and provision of information and 
opportunities for participation featured highly in most studies of patient satisfaction (Coulter 
and Fitzpatrick, 2000). This finding is also consistent with the findings of a large study of 
outpatients indicating that patients’ perception of their physician “knows them as a person” 
was more highly correlated with patients’ engagement to treatment and management than 
any other dimension of care measured (Safran et al., 1998). 
 
Patients also argued that they did not have support to actively engage in consultations. 
Perceptions of staff time pressure, fear of being judged by from clinicians, and the fear of 
being seen as a “difficult” patient have been indicated to inhibit patient engagement in 
medical encounters. One patient commented: 
 
…I feel that I am not being listened to… they don’t understand that we’re suffering 
…the doctor is always busy, always rushing through, and I don’t want to upset him by 
asking too many questions (Female, aged 59, P13) 
 
I always follow his [the doctor’s] recommendations even if I don’t agree… I don’t 
discuss much… he is usually busy with so many patients and I don’t want to bother him 
(Male, aged 49, P34) 
 
Similar findings were demonstrated in the work of Beverly et al. (2012), who found that one-
third of the patient respondents were reluctant to discuss and express their concerns with 
their doctor. According to Beverly et al. (2012), this finding was a result of patients not 
wanting to disappoint their doctor or feeling judged by their doctor in conjunction with 
feelings of shame, guilt and embarrassment. 
 
Based on the above excerpts, participants articulated that being listened to and being treated 
as a unique person not as a disease contributed to feeling satisfied with the medical 
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consultation. They believed that communication was facilitated by acknowledgments, such 
as the feeling that the doctor understands the problem, and by a feeling of being important 
to the doctor. Patients that had a positive experience with their doctor’s communication style 
expressed that when doctors asked more questions to the patient, they felt respected and 
understood. One patient commented: 
 
They take any complaint seriously…. he asks me lots of questions… sometimes he 
repeats the information twice to be sure I get the information… they give you good 
advice here, they listen, they care, that’s why I am happy with this clinic…  (Male, aged 
54, P27) 
 
This was echoed by the consultants’ responses when asked about how they determine 
patients’ understanding: 
one of things I can ask him to repeat what I said to him or tell me what did you 
understand from what I’m saying (Consultant no. 1) 
For me personally, I feel the patient when he comes to the session, he is willing to talk, 
he doesn’t consider it a doctor to patient session only, he also sees it as a 
psychotherapy. So, if he has any issues in relation to their life, he opens up to me, they 
need someone to listen… (Consultant no.2)  
From the above discussion, different results were found with regards to active listening and 
engagement in consultations between both patients and consultants. While consultants 
claim to listen to the patients’ concerns, feelings and general lifestyle habits during 
consultations, the majority of the patients felt they were not being genuinely listened to.  For 
example, when asked about the expectations from the consultation prior to seeing the 
patient, one consultant expressed:  
 
I want them to tell me about their lifestyle, whether they are changing their lifestyle or 
not. They are supposed to change, we advise them, like changing in their diet, habits, 
activity, exercise, this is the number one to me (consultant no.5)  
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On the contrary, one patient gave an example with regards to her dissatisfaction with 
information given from her doctor that she decided to switch to a different doctor:  
 
To be honest with you I used to be with doctor [gives name] and I wasn’t very happy, 
she just prescribes the medicines without really explaining to me and listening to what 
I have to say. I changed my doctor now and I feel I am benefitting more from the 
consultations, he puts effort to listen to me, hopefully my blood sugar levels will get 
lower now (Female, aged 42, P37).   
 
This extract vividly articulates that patients linked the nature of doctor-patient relationship 
with health outcomes and better diabetes control.  
 
In contrast, consultants assumed that patients are in fact satisfied with information given and 
with the communication they have with their doctors:  
 
I feel the consultations usually they go smoothly and the patients go out convinced 
with the treatment. Usually we have the community that listen to the doctor a lot, they 
follow their orders even they don't change the doses of medication, they don't have 
the confidence, they don't have the knowledge background that they will act upon this 
situation. We have to explain all this in details (consultant no.6) 
 
It depends on the patients. Some patient they feel comfortable some patients not. 
Usually we have a good communication with the patients and that a lot of patients 
they have opportunity to give some information to us without a problem (Consultant 
no.3) 
The above extracts demonstrate several assumptions that doctors made about their patients 
which were not accurately reflected in the patient participants responses in this study. It 
appears from the previous excerpts that the consultant puts the responsibility of patient 
participation on the patients themselves, whether they are comfortable or not to voice their 
concerns, which is contrary to the responses of the patients who in fact did not feel their 
concerns and questions were welcomed. According to the patients, the lack of confidence 
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the doctors were claiming essentially came from the way the doctors’ react to their questions 
and concerns. Many patients felt the consultants were usually in a hurry and did not have 
time to elaborate upon discussions which, in turn, gave an impression to the patient that their 
questions and concerns were not welcomed. For example, a 42-year-old female said:  
 
sometimes she will be in a rush so I feel discouraged to ask further questions (Female, 
aged 42, P18) 
Interestingly, another female patient expressed her comfort and openness about her worries 
and thoughts during the interview with the researcher much more than she felt with her own 
consultant.  
 
To be honest, I am more comfortable talking to you now than talking to my doctor, he 
is always in a hurry and I don’t feel like he will be happy if I keep asking him (Female, 
aged 53, P7) 
  
Additionally, a 51-year-old male patient commented on his negotiation with his doctor. He 
said:  
It depends, if he asks me about a specific matter I will answer him, there are things a 
person doesn’t want to tell his doctor about [patient laughing], I avoid certain topics 
even sometimes when I mess up the doses of my medications or mess up with my diet 
I prefer not to tell him so he doesn’t start blaming me for being not careful (Male, aged 
51, P32) 
  
He then added when asked whether he thinks that the doctor is acting for his own good:  
 
Of course without a doubt it is for my own benefit that’s why as I told you earlier, I care 
to attend all my appointments because they remind me in case I mess up (Male, aged 
51, P32). 
 
On a similar note, various assumptions were apparent from the interviews with the 
consultants. Some were related to the reason that the consultants attributed to why some 
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patients attend the consultation. A few consultants seemed to assume that patients that are 
not being active during the consultation are probably coming to the consultation solely for 
the medication. For example, one consultant reported:  
 
a lot of patients will just come to the clinic as a routine appointment to get the 
medication without really appreciating what is the value of this medication or why I 
am taking this medication (consultant no.1) 
 
Also, the same consultant added: 
 
I feel the lack of discussion from the side of the patient will make the adherence less 
efficient because the patient is looking in a passive way. (consultant no.1) 
 
I think there is a lot of factors behind this. Probably, the practice of discussing with the 
patient is not widely spread so maybe a lot of medical practitioners do not usually 
discuss the treatment with the patient, they just write the medication and ask the 
patient to follow it, and this is why the community takes the impression or the idea 
that they should just follow what the doctor says (consultant no.1)  
 
However, looking through the patients’ lens, many participants in fact wanted to be actively 
engaged in discussions about treatment and management of their diabetes. One patient 
commented: 
 
I would love to talk to my doctor about some symptoms I am experiencing, about 
complications of diabetes, when do they come and how to prevent them, I wish he 
discusses more with me about my concerns and problems I have from diabetes 
(Female, aged 53, P7) 
 
Also, consultants assumed that some patients are not willing to participate in discussions 
related to treatment and management of their diabetes due to cultural influences. For 
example, one consultant said:  
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I think that the way we are raised and brought up especially in our culture we generally 
tend to listen and obey to the doctor and give him full responsibility without 
negotiation because he is the doctor and knows best. That is how we were taught in 
the old days. (consultant no. 2) 
 
This was contrary to the patient’s responses as they showed a sense of control and 
responsibility over their health. A 73-year-old female patient commented: 
 
Nobody will help you, only you have the power to take responsibility of your own health 
(Female, aged 73, P1) 
 
Only a few patients felt satisfied with the way their doctors communicate with them and felt 
their voice was welcomed during the consultation. The following excerpt is an example of 
this:  
if I have any concern, I tell him, one day I had pain in my feet, I told him about it and 
he was more than welcoming to my concerns and discussed how this can be treated 
(Female, aged 60, P15) 
 
However, for the most part, patients seemed to choose to play a passive role in the treatment 
and management of their diabetes because they know they won’t find encouragement from 
their doctors. 
 
Some doctors just give me the treatment and that’s it… they don’t take time to discuss 
with me about my concerns so I don’t bother to ask (Male, aged 54, P11) 
 
The above extracts vividly articulate a unique finding in this study that is worth highlighting. 
Shifting cultural norms and influences within Saudi and the doctor-patient relationship were 
evident from the participants’ responses. Notably, there is now a shifting dynamic in Saudi 
Arabia, with scholars emphasising the importance of interpersonal relationships and 
communication between doctors and patients as part of providing quality care (Banaser et 
al., 2017). It was evident from the findings of this study that the cultural tradition of doctor-
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patient relationship within the Saudi context is changing. This finding is in line with the results 
of other studies indicating that a good relationship with health providers encouraged greater 
patient participation in decisions about treatment and management (Castro et al., 2016). 
Some patients in this study did adopt a passive role, which is consistent with the results of 
other studies demonstrating that patients do not necessarily perceive themselves as involved 
in the care that they receive and prefer to play a passive role (Doherty and Doherty, 2005; 
Florin et al., 2008, 2006; Kolovos et al., 2016; Soleimani et al., 2010). However, direct 
comparison between previous studies and the findings of the current study cannot be 
performed because the organisation of the healthcare system and the cultural and social 
influences differ. This point highlights the unique contribution of the study in which it 
demonstrates the unique context of Saudi Arabia in relation to patient involvement in 
decision making regarding their health. A potential explanation for why patients chose to 
adopt a passive role in this study is probably contributed to the difficulty for patients to clarify 
the term ‘participation in decision-making’ in communication with health providers in a 
health care setting that places more value on medical decision-making (Vahdat et al., 2014). 
As Kolovos et al. (2016) argue, research on patients’ understanding of their participation is of 
great importance, because participation potentially contributes to better treatment 
outcomes. Therefore, by understanding the patients’ point of view, health providers should 
be able to adopt an appropriate communication style and implement strategies that support 
patients to participate effectively in their own care according to their unique preferences, 
capacities and needs (Kolovos et al., 2016).  
yes for sure I have to involve them. so sometimes some of them they will like one drug 
over the other, They would like for example Metformin they were controlled under 
Metformin for so long. So they will ask me please don't change it. I will try to add on 
but I will not discontinue the drug, as long as it does not have any side effects. For sure 
I will go with there choices unless there are side effects on the drug like let's say for 
example sometimes Thiazolidinediones (TZDs) would give some patients osteoporosis 
so I would tell the patient this is not good for you we have to stop it. And I will find 
some resistance but I try to explain the laboratory results that this drug does to you so 
we have to discuss this me and the patient (Consultant no.6)  
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when you discuss with the patient you need to summarize everything and you need to 
clarify what the conclusion is, what you would like to do (Consultant no.4) 
 
From the above discussion, it can be suggested that provider’s support to patients in terms 
of welcoming, showing respect, facilitation of patients’ contributions, listening attentively 
and giving information and clear explanations, attending to patients’ views and concerns and 
considering the patient as an individual plays an essential factor that underpins a person’s 
motivation to participate in discussions within the doctor-patient relationship. This finding is 
in line with Entwistle et al. (2008) indicating that when patients felt listened to, when they 
understood the information and when the ethos of the interaction was respectful, they also 
had a sense of involvement in treatment decisions. This seems to be an important component 
that facilitates patient participation in decision-making (Cheung et al., 2018).  
However, views and responses varied over the level of information required and the extent 
of preferred involvement, with some participants preferring the doctor to make decisions 
about the most appropriate treatment for them. This is consistent with literature on patients’ 
views and understanding of involvement (Entwistle et al., 2008; Thompson, 2007). While 
patient might have a wish for more information about their illness and treatment options, 
not all want to participate in treatment decisions (Ford et al., 2003b). Similarly, Stenner et al. 
(2011) found that regardless of the level of information patients wanted, when it came to 
making decisions about treatment and management, most patients preferred the health 
provider to use their professional judgement to offer the best treatment option for them.  
Some patients may volunteer about the decision that we would like to do and this 
makes it easier, some patients will say I don’t know and then the next step is to provide 
them with options and discuss each option with them (Consultant no.1) 
 
Although listening is perceived as an important therapeutic agent by patients (Jagosh et al., 
2011), doctors seem to have limited time to listen further than aspects related to glycaemic 
control. Insufficient time seems to further impact the consultation as there is not time for the 
patient to voice their concerns, and for the doctor to appreciate, the valuable contribution 
that the patient brings in having the lived experience of the condition (Hardavella et al., 
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2017). This links back to the rational and tenet of the current study in which patient values 
and preferences are not being considered within routine practice. Previous literature also 
suggests that, when the doctor does not attentively listen to the patient’s concerns, it can 
lead the patient to mistrust their own judgement and intuition and consequently feel more 
vulnerable in which he or she assumes only the provider has the ability to solve a health care 
challenge (Koskinen and Lindström, 2015). They may have already arrived at the clinic in a 
state of some anxiety after going through various tests, investigations or previous 
appointments. Many patients expressed concerns about physician ‘not listening’ properly to 
them during their time in the consultation. Some patients described experiences of not being 
given enough time or being cut off by the doctor during the consultation. One participant, a 
42-year-old female patient, gave the following account of her experience: 
 
doctors tend to be in a hurry to finish with you and move on to the next patient. I was 
in my consultation talking with my doctor today, the nurse came in and interrupted it 
the discussion (Female, aged 42, P18) 
 
Several patient participants described similar experiences. Many of them commented on how 
they felt rushed while at the consultation.  
 
Along similar lines, previous studies indeed show that active listening contributed to patient 
satisfaction and with patient disclosure of specific concerns and questions related to his or 
her condition (Cegala, 2011; Wanzer et al., 2004). Perceived unacceptability of asking the 
clinician questions and raising concerns appeared to be a barrier for many patient 
participants to take part in discussions related to treatment and management of their 
diabetes. Similar to other studies, some patients believed that clinicians do not want to 
involve patients in discussions or to be questioned during medical consultations (Aasen et al., 
2012; Belcher et al., 2006; Ekdahl et al., 2010; Entwistle et al., 2008; Kawabata et al., 2009). 
On the other hand, explicit encouragement to be actively involved in discussions is 
considered in the literature as an effective facilitator to patient involvement (Bastiaens et al., 
2007; Belcher et al., 2006; Entwistle et al., 2008; Henderson, 2002; Peek et al., 2010; Sainio 
et al., 2001). However, some patients feel they do not have the right to be involved in 
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healthcare decisions (Peek et al., 2010) and therefore do not initiate dialogue unless the 
doctor encourages this (Frosch et al., 2012; van Staa, 2011). 
 
This finding corresponds to the literature that shows that patients increasingly expect to 
participate in discussions about their care, but these aspirations seem to be rarely met (Elwyn 
et al., 1999). Ineffective communication and incorrect assumptions about patients’ 
preferences are surprisingly common (Stevenson et al., 2000). In turn, and as demonstrated 
in this study, patients appeared reluctant to share their preferences to their doctors during 
the consultation. 
 
However, in what can be regarded as their defence, a number of consultant participants 
raised concern that the high doctor’s patient load and the heavy burdens on the consultants, 
in general, negatively impact the quality of care provided and makes it difficult to have 
thorough discussions with patients to address their concerns and problems. One consultant 
described his experience when running the clinic as he had to go back and forth to multiple 
consultations that were held by junior doctors in order to accommodate as many patients as 
possible.  
I am trying my best to see all of the patients, so I usually switch between the rooms, in 
an attempt to try to make this relationship with the patient because when the patient 
sees you all the time, it really matters to him, he will be able to trust you more and my 
understanding of the patient and his problems will be much better than if I see him just 
once, but again in a busy clinic that might be difficult (Consultant no.1).  
Also, other consultants explained how asking questions to patients and making sure they 
consider their concerns helps patients to open up and express themselves more comfortably. 
 
it also depends on their personality. Some of them will say: no I don't want insulin it 
will increase my weight doctor please give me something else! And some of them they 
have issues and if I don’t dig deep they will not give me the answers so I am trying 
always with every step that I ask them: is it ok like this? are you clear with this? then 
they will tell me their issues why this is difficult for him but if I don’t stop and ask they 
will not say. It depends on the personality. Some of them they will just be expressive 
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they will say to me no I don't want this I want that but some of them no I have to ask 
and make sure that they don't have any concerns (Consultant no.6) 
 
when the patient comes to the clinic the first question I ask them is “how do you feel 
today? do you have any problems today in this visit?” if they don’t they say “oh, no, 
no, I just want to see my lab results and then just give me my medication.” But If they 
have another problems or concerns they will do, they will do complain to me and I will 
address it (Consultant no.5) 
 
From the above excerpt, it can be observed that the consultant’s act of asking and gathering 
information fulfilled a dual role. It not only indicated the patient’s concerns and issues, but 
also gave a signal that the clinician wanted to know. The impact of this has been clearly 
demonstrated in literature showing that people who feel that their clinicians are genuinely 
interested in them are more likely to follow the agreed treatment and management plan than 
those who don’t feel that way (Snowden and Marland, 2013; Stenner et al., 2011; Swanson 
and Koch, 2009). 
 
Moreover, consultants interviewed in this study seemed to acknowledge that patients should 
play a more participative role in decision-making to ensure they are informed about their 
care. They explained that they tend to encourage their patients to take control over their 
health and engage in self-care practices. Some consultants commented: 
 
For sure they have to be involved, especially diabetic patients. They have to be involved 
and I encourage it all the time. Because I told them your diabetes is with you everyday, 
I am not with you everyday. And even when I see you all the complications they are 
there in our community because the patient do not touch their doses until 3 months or 
6 months follow up appointment (Consultant no.6)  
 
The consultants seemed to associate patient participation with better engagement in 
treatment and management plans and, in turn, better quality of life and improved health 
outcomes. 
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When they become more active in the consultation and more involved in decisions, that 
means more compliance to medication and better quality of life in general I believe 
and improve health outcomes. (Consultant no.2) 
the patients usually follow the treatment or comply with the treatment when they are 
actively involved in the treatment decision-making. In our community however, it may 
take a while to happen, there is a number of barriers for this to achieve: for example, 
patient education and knowledge of their rights is not as it should be. There is also the 
relationship between the patient and the doctor may be a barrier as well. (Consultant 
no.1) 
The growing recognition of the importance of doctor-patient communication is paralleled by 
the acknowledgement of the importance of education in this area.  
 
It depends on many things, most importantly their level of education of the patient, 
and if they are willing to be involved it is easy you can engage them you can discuss 
with them (Consultant no.4) 
 
Now when it comes to the patient also they have to be educated, about what's going 
on, the management, the drugs. And they have to be part of the decision especially 
when it comes to diabetes because the management depends a lot on patient's 
compliance to diet, to medication, patient preference. Do they prefer oral medications? 
Do they prefer Insulin? So, this is what I believe the management should be, it's a 
preparation of both me and the patient, it doesn't depend only on me (Consultant no.2) 
The consultant above mentioned that they were balancing roles in order to support the 
patients, i.e., they reported switching roles between “expert” and “facilitator” depending on 
the patients’ circumstances.  
I won’t have a patient coming to me then I give him medication and he says yes and 
we are done, no, it doesn’t work like that. Life is hard, especially when it comes to 
taking medicine. Its hard.. I have to encourage them to take actions towards their own 
health.. they have to know that I am not with them all the time.. (Consultant no.2). 
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We don't start any treatment without explaining to the patient the reason for why we 
chose his medication, or the reason for the change.(Consultant no.3) 
 
This finding is consistent with other studies conducted in Saudi Arabia which showed that 
patients generally have a positive attitude toward active participation in the clinical decision 
process (AlHaqwi et al., 2016). It demonstrated that patients are prepared and actually want 
to have more information about treatment and management options, which is in agreement 
with a previous study which found that patients are dissatisfied with the amount of 
information and disclosure in clinical informed consent before procedures are carried out in 
a Saudi tertiary care centre (Hammami et al., 2014). This has also been established in the 
work of (AlHaqwi et al., 2015). These studies, however, were not focused on diabetes, which 
highlights, again, the unique contribution that this study adds to existing knowledge. This 
study contributes to existing literature in which it focuses on people with type 2 diabetes and 
how they understand and experience the negotiation of treatment and management of their 
disease within the doctor-patient relationship.  
 
Other studies have shown that experiences of interactions with health providers may also 
affect patients’ wish to be involved in decision-making as illustrated in the work of Adams et 
al. (2001) who found that the greater the patient’s perception of their own physician’s 
propensity to involve them in decision-making the more active role the patient preferred. 
While McKinstry (2000) found that for the most part, patients described their own doctor as 
having the same style as they preferred. However, many researchers have argued that the 
status and power differences between health providers and patients may generate provider-
dominant medical encounters that make it difficult for many patients to ask for health 
information in order to support them to manage their health (Baker and Watson, 2019). 
 
The findings are also consistent with recent studies from the Western literature, showing that 
patients indeed need to acquire a considerable amount of information in order to manage 
their own health (Baker and Watson, 2019). Evidence suggest that there has been a tendency 
for health professionals to provide insufficient health information to patients (Epstein and 
Street, 2011b; McCabe, 2004) and to fail to provide opportunities through their 
201 
 
communication to enable patients to participate during the consultation (Bolster and Manias, 
2010). 
 
Furthermore, studies on doctor-patient communication have demonstrated patient 
discontent even when many clinicians considered the communication adequate or even 
excellent, which, as found in this study, indicated that doctors tend to overestimate their 
abilities in communication (Ha and Longnecker, 2010). For example, Tongue et al (2005)., 
reported that 75% of the orthopaedic surgeons surveyed believed that they had a satisfactory 
communication with their patients, but only 21% of the patients reported satisfactory 
communication with their clinicians. A need for better communication with doctors was 
consistently shown from the patients’ surveys (Tongue et al., 2005) . Other studies did not 
harmonise with Tongue et al. and found that patients were satisfied with their doctors’ 
communication behaviours, despite their limited participation in decision-making (Butow et 
al., 2010; Goossensen et al., 2007; Ruiz-Moral et al., 2006). This lead Goossensen et al. (2007) 
and Butow et al. (2010) to suggest that no direct association can be found between patients’ 
satisfaction and their involvement in medical decision-making during consultations. 
However, the latter reported moderate correlations between patient involvement in 
decision-making and the satisfaction with the decision four months after the initial 
consultation. In the present findings, patients in fact linked their involvement in discussions 
as well as information provision to their overall satisfaction with their doctor. To illustrate, 
an 85-year-old patient commented: 
 
What I like about my doctor is that he gives me specific details, he explains to me that 
my situation is this and I should be doing this, this comforts me because whenever I 
ask him about something he answers me in specific details and explains everything to 
me, there are other doctors I’ve been to consultations with, they don’t do that and 
even I am afraid to ask them [patient laughs], that’s way I am sticking with my doctor 
[gives name] and I don’t want to change him. (Female, aged 85, P5) 
 
This was also echoed by one of the consultants’ responses when asked whether she feels her 
patients are satisfied with the medical consultations: 
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….Yes, I always here this from them Alhamdulillah (thanks to God). Simply I think 
because we are listening to them, not only advising them and we show them the 
concern about the control of diabetes but because they feel that there is somebody 
who is listening to them (Consultant no.5). 
 
Nevertheless, an evaluation of the literature asserts an important role of doctor-patient 
communication in empowering patients and encouraging them to participate actively in the 
decision-making process.  
Several studies have reinforced the notion that patients will have a greater likelihood of 
participating in treatment discussions if they have a good relationship with the medical 
professionals on their team and are able to communicate effectively (Davis et al., 2007; Street 
et al., 2007, 2005). It should be noted that these studies tend to uphold the perspective of 
the physician or medical team (Clark and Buljac-Samardžić, 2018). In other words, if the 
health provider believes that he or she has a good relationship with the patient, for instance, 
because the patient is pleasant, uncontentious, and educated (Street et al., 2007), the 
provider will encourage involvement of the patient in discussions related to treatment and 
management. This and similar evidence (Cegala, 2011; Longtin et al., 2010; Street et al., 2005) 
also suggest that communication style and preferences of the health provider have a strong 
influence on whether they encourage or allow patient participation.  The implicit beliefs and 
assumptions about the patient -whether the doctor believes the patient to be capable of 
participating in decision-making or simply having limited capacity for understanding- can 
therefore influence factors such as the amount of time and knowledge shared with the 
patient, and thus affect the likelihood of patient participation (Clark and Buljac-Samardžić, 
2018).  
A number of patients said they would agree with what their doctor recommended and felt 
that this agreement was the same as making a decision after seriously considering the 
doctor’s opinion. One patient said: 
 
… After considering my doctor’s opinion…that means that I’m agreeing with my 
doctor’s opinion… (Male, aged 66, P23) 
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Most of the doctors interviewed in the current study expressed overall support in 
incorporating patients’ values and preferences in decision-making and a shift in the culture 
of medicine to support these patient engagement strategies. This was especially the case 
amongst those who have received informal or formal training on communication skills and/or 
patient-centred training. As some consultants described: 
 
….I try to explain to them all the time, I try to get them involved in decision-making, 
teach them how to manage themselves (Consultant no.6)   
 
I always discuss the treatment with the patient. In my experience, I worked sometime 
in the Western community (Consultant no.1) 
 
…there has been a shift in the culture of medicine I believe with regards to patient 
engagement in decision making (Consultant no.6) 
 
...In various workshops I attended, we were taught to include the patient in all decision-
making processes to protect their autonomy (Consultant no.4) 
 
This idea was reiterated by a doctor who explained that he had applied evidence-based 
practice and patient centred approaches when he used to work in western communities. He 
expressed the need to give patients the tools to engage in their healthcare decision: 
 
...I used to work in Ireland. So usually the patients in the Western community would 
usually like to discuss more about the treatment, they would like to understand how it 
works, what are the possible side effects, whether there are any alternative treatments 
and so on. Which is usually a good kind of discussion because when the patient accepts 
the treatment, they will usually follow it and be satisfied that this is the best treatment 
(Consultant no.1) 
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…Here, I see most of the patients are passive, they don’t usually interfere with the 
discussion, and they put all their decision in your hands. They believe and trust you that 
you are the doctor who knows better, which is good in a sense that probably the 
patient is going to follow the directions because he or she trust you (Consultant no.2)  
 
It can be observed that clinicians in the current study mainly used words like ‘follow 
instructions’, ‘follow directions’, ‘cooperate’, ‘passive patients’ and ‘health problems’ which 
are phrases that assume a negative picture of the patient. 
 
I think both genders would have these issues but in men it is more than women I feel 
that women usually follow the instructions of the doctor better than men (Consultant 
no.1) 
 
In the management of diabetes, if the patient does not understand it very well and will 
not cooperate with you, you cannot apply it for that person (Consultant no.5) 
…Social factors, cultural factors, level of education and patient compliance, all these 
factors make at the moment that the doctor-patient relationship is not as it should be 
(Consultant no.1) 
Recent studies have demonstrated that the language used by healthcare professionals can 
have a profound impact on how people with diabetes experience their condition and feel 
about living with it on a daily basis as well as affecting the interactions they have with their 
healthcare professionals (Cooper et al., 2018). The terms used in the above extracts indicate 
that doctors are putting the responsibility on the patient for ineffective communication. 
Doctors seem to have underlying assumptions about their patients and view these 
assumptions as barriers for patients’ degree of engagement in discussions and in self-care 
behaviours. While this could be true for some patients, but for the majority of patients 
participating in the study, they felt not encouraged to be involved in discussions regarding 
treatment and management for many reasons explored in this chapter. As a consequence, 
doctors assumed their patients did not want to be involved and they acted upon this 
assumption. However, if there was open, clear communication between the two parties, and 
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if the patients felt their involvement was welcomed in the discussion, doctors may be 
surprised at the knowledge and experience their patients have. From the participants’ 
responses, it is possible to argue that patients are much more willing to be involved in 
making-decisions about their treatment, have a high degree of autonomy and capability to 
work in partnership with their care provider.  
diabetes is very common here in Saudi, and the person himself can make things better 
or worse by his everyday decisions in his life and the doctor is there to guide you to 
work with you… (Male, aged 67, P12) 
If you want to see change, you make change happen, that’s what I believe in (Female, 
aged 85, P5) 
In accordance with the present findings, previous studies have also demonstrated that there 
is clear evidence that most people in fact want to play an active part in their own care and 
they expect health providers to support them in this role  (Chewning et al., 2012; Flynn et al., 
2006; Kohler et al., 2017; Ridd et al., 2009). Studies suggest that the extent to which patients 
want to take lead in decision-making varies from individual to individual and by the 
seriousness of their health condition, but the wish for participation is, similar to the present 
study, not just a middle-aged or well educated concern; it extends to many people from older 
and younger age groups and those with lower or higher levels of education (Coulter, 2011).  
Indeed, evidence has shown that people from low literacy groups can benefit more than most 
when appropriate efforts are made to inform and empower them (Hibbard et al., 2009; 
Volandes et al., 2011). 
usually the patient will be really enthusiastic to try to manage themselves and they will 
usually ask why I am diabetic for this long and I don't know these information 
(Consultant no.6) 
 
It can be argued that inappropriate choice of words and phrases, perhaps due to assumptions 
being made about the patient’s health literacy or understanding of the disease, can 
potentially lead to a tension in the doctor-patient interaction. Communication and listening 
skills appear to be essential for every consultation, but it is particularly essential where the 
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interaction may become difficult and the patient’s case is rather complex. This is illustrated 
in the following extract: 
Communication is key, usually we need more education before patients become more 
educated about their disease, its management.  You can’t communicate with them 
easily, especially when a patient’s case is complicated with other comorbidities. So that 
more education to the patients, it is important issue to- usually they increase the 
contact with the patients, especially frequent visit and everything plays a role so more 
communication leads to better control also (Consultant no.3) 
 
Emerging from the interviews, one notable and increasingly popular source of information 
for patients was the Internet.  
 
Some of the patients especially the educated patients will have some idea about the 
treatments and some of them would have read about the treatment before the 
consultation, and now with the availability of the internet, a lot of them can search the 
internet and get a lot of information (Consultant no.1) 
 
The physicians were aware that nowadays patients are looking on the Web for further 
information. In the interviews, this was regarded as both something positive and negative. 
Although searching on the Web might clarify questions for patients and increase their 
knowledge, some physicians were concerned that patients might not be equipped to 
interpret all this information, as exemplified by the following quotes: 
I do not recommend my patient to seek information through the web as sometimes 
they can misuse or misinterpret the information they find. (Consultant no.1) 
Also, some patients commented: 
 I read a lot about diabetes, if I see a program on TV about diabetes I will watch, I try 
to educate myself (Female, aged 42, P37) 
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These extracts demonstrate a sense of autonomy the patients feel towards their health and 
that they are in control over the disease. 
 
Research has shown that the seeking information through the Internet and digital media is 
changing doctor-patient dynamics (Sommerhalder et al., 2009) and breaking down traditional 
power imbalances during medical encounters. In other words, some clinicians might feel 
threatened by patients’ seeking information and react negatively in the consultation.  
 
Some participants indicated that they tended to have emotional reactions such as confusion 
or distress concerning the information they read online. One female patient said:  
 
I don’t like to read about diabetes, I don’t want to scruple about it. What I know already 
is enough (Female, aged 42, P40) 
 
Consultants attributed patient confusion to their limited ability to evaluate, personalise and 
interpret the large amount of available information. Consultants indicated that these patients 
needed clarification of the information brought to the medical encounter which sometimes 
they don’t have time to go into deep discussions about or that it is outside their scope of 
knowledge. As a consequence, the consultants in these cases referred the patient to the 
appropriate specialist to follow up with regards to his or her concerns. One female consultant 
said:  
If they have another problems or concerns they they will complain to me and I will 
address it and if something new that happened and it needs referring I will refer them 
to the specialized specialist for example cardiology if I suspect special complications 
that require this referral…. the eye, they have to do a routine checkup every year we 
refer them to the ophthalmology… if they have kidney problem or renal problem or 
renal failure I do refer them to a nephrology specialist to be followed there (Consultant 
no.5) 
 
This perception of feeling disapproved of was not particularly the case to information seeking 
only, it was in fact a general idea indicated by the patients that seemed to be a significant 
barrier to doctor-patient communication that inevitably results in higher levels of stress and 
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frustration among patients. According to Clucas and St Claire, (2010), the behaviours and 
attitudes of health professionals can discourage patients from asking questions and engaging 
in an interactive discussion about treatment preferences and concerns. With this regard, one 
consultant said: 
the practice of discussing with the patient is not widely spread so maybe a lot of 
medical practitioners do not usually discuss the treatment with the patient, they just 
write the medication and ask the patient to follow it, and this is why the community 
takes the impression or the idea that they should just follow what the doctor says, I 
think this is one of the reasons. And as a result, the patient adopts this passive 
behaviour, I think the patient thinks that this is going to please the doctor, maybe they 
are afraid to upset the doctor if they try to discuss with him (Consultant no.1) 
 
From the above extract, it can be seen that patients felt embarrassed or uncomfortable to 
attempt to understand or question the information being given by the doctor. Other concerns 
indicated by other patients in this study included a feeling that the doctor does not want to 
hear about it, the feeling that there is no need to bring it up, and some participants could not 
seem to remember to bring it up during the consultation. This in turn results in reinforcing 
the dominance of the passive patient role in medical encounters that is already common in 
the Saudi society (Khairnar et al., 2016). A 36-year-old female patient said:  
 
it depends on the doctor and the patient load in the clinic for that day. Some really ask 
and discuss and give you a chance to express yourself, some really don’t bother, even 
the medications I have to ask the doctor to write them down for me (Female, aged 36, 
P31) 
 
However, from the consultants’ point of view, they claimed to always educate their patients 
because they believe that the more patients are educated and aware of the disease and its 
complications, the more they will comply with the treatment and management plan: 
 
The other thing that I am expecting from them is to know the complications of the 
disease. They have to know so if they have an awareness about the complication then 
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they will comply better. They will care about controlling their blood sugar and to avoid 
these complications. We always try to educate them, we don’t want to threaten them 
or scare them but they have to be aware that this disease is a silent disease but 
suddenly it can cause a major complication, they can have stroke, they can have MI, 
they can have renal failure, retinopathy and so on and so forth. They are lots of 
complications from this disease. (Consultant no.5)  
The above consultant, and others in the current study, had certain expectations of their 
patients with regards to education and awareness about the disease. However, patients 
themselves had also changing expectations of care, with increasing education and awareness, 
which had led to an increasing expectation of receiving up-to-date information from health 
professionals about his or her illness, the treatment plan and effects and side-effects of the 
prescribed medication. In their opinion, clinicians did not always take the time to check 
whether they are using the best treatment strategies. They expressed the need for 
information to help them understand their treatment, which is sometimes complex. 
 
…I just had a surgery I had myasthenia gravis, it happened as a complication from 
diabetes medication and the treatment for myasthenia gravis which is “Mestinon” and 
“Nemiron” also “Curtizone” all increases the blood sugar levels…I have heart problems, 
hypertension... I take so many pills a day it is so complicated… I don’t know who’s doing 
what… (Female, aged 43, P26) 
 
The findings suggest that there are discrepancies between patients’ needs and doctors’ 
perceptions of patients’ needs. Patients wanted more practical information on treatment 
strategies such as insulin initiation and how insulin affect them physically, psychologically, 
and socially. Doctors, on the other hand, tended to focus on information related to the 
benefits of the treatment option on controlling blood sugar and preventing or minimizing 
complications: 
Diabetes is a chronic problem. It's a problem that you do not expect to solve it in one 
visit. Our aim is to control the blood sugar and minimize the complications as much as 
we can. First visit we need to put -- come up with a plan for a management and screen 
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for the complications, most of them they present late and they might already have 
some complications. And with better control they will achieve less complications. This 
is our aim, better control of blood sugar and to minimize the complications as much as 
we can (consultant no.2) 
The lack of focus on the patient’s own agenda is very evident here and this can be attributed 
partly to the goals of the health care system that clinicians are working within. The quality of 
discussion between the doctor and the patient, combining the doctor’s skill in evidence-
based practice with the patient’s goals, needs and preferences, can be an effective way to 
ensure more appropriate care to the patients’ agenda (Coulter and Collins, 2011). Changing 
the conversation from “What’s the matter with you?” to “What matters to you?” (Barry and 
Edgman-Levitan, 2012) often leads to more conservative choices without reducing 
satisfaction and ensures that the patient is placed at the centre of his or her own care (Ross 
et al., 2018). 
 
Lindberg et al. (2013) explored what participation means to Swedish patients in spinal cord 
injury rehabilitation through interviews. Their study found several central aspects of patient 
participation that was important to patients, namely being treated as individuals, respect for 
personal wishes and preferences and way of being, time to listen, being actively involved in 
planning and decision-making, receiving adequate and timely information and knowledge, 
and being motivated and encouraged to join in. They also stressed that health providers 
should be aware and responsive to the fact that prominence and preferred level of these 
aspects of participation may vary during the course of the disease and treatment and 
between individual patients, which is in agreement with the findings of previous studies 
indicating that although many patients want to be actively involved in decision-making, not 
all patients want to participate in all aspects of their care or to the same extent over time 
(Levinson et al., 2005; Robinson and Thomson, 2001).  
 
some patients will say I don’t know and prefer to leave it up to me (Consultant no.1) 
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In the context of diabetes care in particular, the doctor-patient relationship rely on good 
communication, in which have been shown to improve patient engagement in self-care, 
commitment  to medical recommendations, and potentially better health outcomes (Heisler 
et al., 2007; Piette et al., 2003). Effective interaction begins with discussing and negotiating 
the treatment and management plans with the patients and involving them in the process of 
decision-making which in turn reduces the possible decisional conflict that may develop and 
stimulate patients to adopt a more active position in their health (O’Connor et al., 1999). 
Despite the significant importance of effective doctor-patient communication, its 
implementation in practice remains a challenge, and is usually the underlying reason for the 
majority of patients’ complaints (Kee et al., 2018). This can be observed in the following 
patients’ extracts: 
 
patients should be engaged in evidence-based diagnosis and management. And you 
should know about alternatives, benefits and risks of each option, and the percentage 
in numbers based on studies and you give him the treatment based on the patient’s 
comorbidities and patient values and social part and a lot of parameters, then you can 
chose this is the best treatment for this patient but also you need to give the patient 
alternatives (Consultant no.4) 
 
I didn’t quite like his method and way of talking to me so I asked to change him, he was 
not really giving me clear guidance (Female, aged 33, P10) 
 
Although the doctors interviewed in this study claimed to involve their patients in processes 
of decision-making, the patients did not feel that way. A consistent disconnection was noted 
between the consultant’s and the patient’ sense of involvement. This, in turn, highlights the 
importance of establishing strategies to facilitate communication and improve decision-
making processes related to the treatment and management of diabetes and putting 
measures in place that ensures its adoption in clinical practice. 
 
In summary, this theme showed that it is important to listen actively to the patient, and 
consider the patients’ beliefs and concerns. Attentive listening was perceived by the patient 
participants as a way of feeling respected, important, confident and valuable and creates a 
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trusting atmosphere. For all this, attentive listening environments have been assumed to 
promote a free and open exchange of ideas and information and improve the doctor-patient 
relationship (del Río-Lanza et al., 2016; Jagosh et al., 2011). Similarly, existing research 
recognizes the critical role of having a personal and close relationship with patients and 
listening to their requirements in the development of a two-way communication between 
doctors and patients (Hausman, 2004). 
 
 
5.1.1.2 Fear, stigma and blame 
Social stigma or discomfort with regards to treatment and management of diabetes can be 
described as the fear, perception, or reality of public misunderstanding about the treatment 
and the nature of diabetes as a chronic illness (Ong et al., 2014; Shiu et al., 2003). The 
consequence of previous negative experiences, or fear of negative experience such as 
returning diabetes complications may lead to a lack of motivation to engage in self-care 
behaviours (Hayes et al., 2006). 
 
Positive and negative emotions towards the relationship with one’s doctors were also 
expressed by the participants in this study, and seemed to have a huge impact on the way 
they perceive and react to their recommendations. From the interviews with patients, 
negative emotions such as fear, self-blame, guilt, shock, helplessness and frustration 
appeared to be factors that either raise or lower their engagement in self-care behaviours. 
Patients frightened by symptoms returning, early death, and potential complications of 
diabetes as the doctors constantly reminded them of, can sometimes become more serious 
with regards to their self-management.  
 
you just explain to the patient, explain what’s going on and the risk of leaving this and 
the patients they usually understand this (Consultant no.4)        
 
I tell the patient that look you can lose your sight with diabetes, you can lose your 
kidneys with diabetes, you can lose your toes and legs with diabetes, just to raise their 
awareness of the bad effects of uncontrolled diabetes. (Consultant no.1) 
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It is clear from the language and tone the consultants were using in communicating with their 
patients about possible complications that might occur, that they are making them feel 
responsible for their own disease should they fail to take responsibility for making the ‘‘right 
decisions’’ and doing the ‘‘right things’’ to control blood glucose and prevent complications. 
This, in turn, caused patients to fear of disappointing their consultants and chose to hide 
some aspects of their daily self-care decisions related to diabetes management. For example, 
one patient noted:  
 
I don’t want to be seen as non-compliant by my doctor so I try to please him by 
following his advice even though I don’t agree with him sometimes…. Sometimes I 
mess up my diet or forget some medications and don’t tell him so he doesn’t get upset 
(Female, aged 42, P18) 
 
This notion of the covert contracts that some patients seemed to develop with clinicians in 
which they feel compelled to adopt the role of a ‘good’ patient. Many patients believe that 
they cannot or should not be involved in decisions, often characterised by passivity and 
compliance.  
 
This finding is in agreement with the literature that indicates that because patients with 
diabetes are expected to take charge of daily self-care regimens that involve diet, blood 
testing, exercise, stress management, and pharmacological interventions in order to prevent 
the long-term complications associated with these conditions, when complications do arise, 
even among those who have carefully managed their diabetes for years, the outcomes are 
seen to be the result of self-care neglect and failure to take responsibility for one’s own health  
(Fox and Reeves, 2015). Grob (2013) echoes this concern and suggests that when 
predetermined outcomes [such as prevention of disease complications] become the focus of 
patient-centred care, ‘‘healing relationships are transformed into ever more sophisticated 
strategies for increasing patients’ compliance with what providers prescribe’’ (p. 460). 
 
In response to a question about patients’ responses to struggles in achieving treatment and 
management goals, doctors stressed that patients’ responses to not achieving treatment 
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targets depended on the individual person and the targets being set. One doctor gave an 
example when convincing a patient in overcoming the feelings of fear and guilt of insulin 
injections: 
 
I try to maximize my medication and keep promising them that they will do better but 
if they refuse to, I do document it in my chart that this patient is refusing. We try to 
convince them and we tell them to educate them, we tell the diabetes educator also 
to give information about that, we prepare them. I usually send them even if they 
refuse. I am just like “okay just go take a session with a diabetic educator to teach you 
about this disease and the problem and how to inject and once you feel that you are 
ready and convinced and you agree, just tell me in your next visit and we will start.” 
this is what happens with most of my patients (Consultant no.5) 
The stigma associated with type 2 diabetes described by the participants has also been 
highlighted by other authors (Brod et al., 2009; Browne et al., 2013; Liu et al., 2017; Schabert 
et al., 2013; Weiler and Crist, 2009). Browne et al. (2013) identified that healthcare providers 
and the media were involved in promoting and reinforcing attitudes of fear, blame and 
disgust in relation to negative stereotypes of people with T2D as being unhealthy, lacking 
control, lazy and a drain on societal resources. These stigmatising attributes are supported 
by a construction of T2D, where the individual is regarded as solely responsible for their 
disease because of an unhealthy lifestyle (Browne et al., 2011; Schabert et al., 2013). 
Evidence suggest that the experience of diabetes-related stigma has a significant impact on 
many aspects of psychological well-being and may also act as a barrier to effective 
engagement in self-care behaviours (Beverly et al., 2012; Schabert et al., 2013). In this study, 
patients described feeling a sense of personal failure when not achieving treatment and 
management targets. Difficulty managing the complex tasks of coping with diabetes left 
patients feeling somewhat defeated, unmotivated and depressed. Doctors and patients may 
benefit from a greater understanding of each other’s frustrations and challenges in the 
management of diabetes within medical consultations. Doctors are well positioned to 
encourage and support patients in which motivates them to integrate self-care 
recommendations into their daily lifestyle and feel less-self-blame. The adoption of a 
collaborative approach in diabetes care and building a trusting relationship with patients has 
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been highlighted by participants in this study as an important element for effective diabetes 
self-management.   
 
 
5.1.1.3 Building a trusting relationship with patients 
Patients and doctors equally viewed a trusting and continuous doctor-patient relationship as 
a fundamental element for effective consultation and in turn effective patient self-
management. From the patients’ point of view, a trusting relationship implied that doctors 
were actively listening to them, responsive to their needs, took sufficient time to discuss their 
concerns, and were fully informed about their history. Patients’ faith in their doctor was 
associated with the perception that relevant information was communicated. One patient 
stated: 
he takes some time to discuss with me about my concerns or issues, he responds to any 
questions I have…  I’ve known him for years now, I trust his advice… (Male, aged 57, 
P8) 
 
Having a relationship that is based on trust and empathy, non-judgemental acceptance, open 
and honest communication, explanation of conditions, and a continuing relationship with a 
certain provider has proven to be an important factor for enhancing doctor-patient 
communication and, in turn, has a positive impact on patients’ outcomes (Abdulhadi et al., 
2007; Bridges and Smith, 2016; Fagerli et al., 2007; Heisler et al., 2007; Polonsky et al., 2017; 
Ritholz et al., 2014; White et al., 2015). When patients trust and believe in their doctor’s 
judgement, they are more likely to agree with their decision-making preference and in turn 
stick to the treatment and management regimen (Ratanawongsa et al., 2013). Patients who 
believe their doctor would make the right decision were more likely to leave decision-making 
to their doctor or to follow their advice. According to the participants in the current study, 
this is especially the case if they had a pre-established relationship with the doctor. One 
patient said: 
…I would only agree with what the doctor say if I trusted my doctor, which in my case 
I do, I have been with my doctor for years and years and built a great relationship with 
him. I think if I go to a different doctor I wouldn’t feel the same (Female, aged 50, P16) 
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I feel the time my doctor gives me is more than enough, he explains to me, asks me, 
my doctor [gives his name], I’ve known him for years and years, he used to work in 
Gynaecology department long time ago and helped my wife with her condition and I 
am so grateful for him… He is more of a friend to us (Male, aged 65, P3) 
 
Whether the final decision is made by the patient, by the doctor or through negotiation, 
partnership requires the patients to engage in the decision-making process 
Building the patients’ trust in their doctors was connected to the patients’ evaluations of the 
doctors’ style of providing care and especially their ability to manage the patients’ care. In 
positive experiences, this trust seemed to increase when the doctors showed interest in the 
patients’ overall state of health and shared understandable and relevant information about 
what the treatment involves, including expected benefits and risks, any alternatives, and 
what may happen if the patient choses not go ahead with the specific treatment. 
Participants reported that having a trusting doctor-patient relationship is a fundamental basis 
for effective communication. Trust in the quality of the information exchanged in a 
consultation was significant for the development of a therapeutic relationship between the 
doctor and the patient. Participants reported that having a long history with the patient 
during their journey with diabetes helped build relationships of trust and rapport between 
doctors and patients. A few consultants commented:  
my patients are with me for years and years, they trust me (Consultant no.5) 
so most my patients I have big trust with them for years and years, some patients 
almost ten years with me (Consultant no.4) 
On the other hand, participants identified a lack of trust in clinician’s advice as a reason to 
discontinue further consultation with that specific clinician. 
I wasn’t very happy, she just prescribes the medicines without really explaining to me, 
I didn’t trust her advice. I changed my doctor now (Female, aged 42, P37) 
Studies have shown that trust is closely related and somewhat influenced by the health care 
providers' communication skills. Improving the communication skills helps the doctors to 
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build an effective relationship between doctors and patients (Chandra et al., 2018). Studies 
have also demonstrated that patients can sometimes feel mistreated, neglected and 
disregarded even when many doctors considered the communication adequate or even 
excellent (Butalid et al., 2012). This was clearly proven by a few of the participants who felt 
discontent with their doctors’ way of communication.  
from my side, I had a big issue with my doctor because every time I visit them, they 
have pressure and try to finish his minutes with the patients (Male, aged 54, P27) 
I wanted to ask my doctor about the injection that could substitute the “Metaphor”, I 
asked and none of them in the room seemed to be interested, they were thinking how 
to get rid of this patient quickly (Male, aged 41, P19) 
Factors which led participants to trust their doctors included knowing a doctor for many 
years, having a doctor who listened to a patient’s concerns and understood their values. 
Similarly, in the work of Mechanic and Meyer (2000), they asked patients about what trust 
meant to them. Themes that were most commonly stated involved honesty, openness, 
responsiveness, and having one’s best interests at heart.  
most of them are honest about that and they feel comfortable to tell me (Consultant 
no.1) 
 If they trust you, they can tell you everything (Consultant no.4) 
 
Indeed, patients want to trust their doctors, however, trust has to be earned by treating 
patients as individuals, answering their questions clearly and honestly, listening to their views 
and opinions, and involving them in decisions according to their preference (Coulter, 2011). 
 
5.1.2 Sub-theme 2: Negotiating treatment and management with patients 
Negotiation of treatment and management within the doctor-patient relationship was a 
major thematic area that arose significantly during the interviews. Some patients felt their 
doctors have provided them with choices and conveyed confidence in their ability to make 
changes, while others felt discouraged to discuss options and actively interact during the 
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consultation. Similarly, some patients felt their doctors encouraged them to ask questions 
and listened to what they think, whereas others felt neglected and left out during the 
consultation.  
 
This theme examines how patients perceive the doctors’ communicative behaviour and role 
during the consultation and how this affects patients’ feeling about the illness and how it is 
impacting on their engagement in self-care behaviours. Furthermore, it examines how 
doctor-patient communication affects patients’ decisions with regard to participating 
discussions related to treatment and management of their diabetes.  
One consultant indicated that young and middle-aged patients appear to have better 
understanding and negotiating with their doctors, he said:  
the age of the patient, usually young or middle age, their understanding and 
participation is much better than the elderly patients. (Consultant no.1) 
This view is contradicting to the findings shown from the patient participants interviewed in 
this study as many elderly patients, 50 years old and above, were in fact understanding and 
aware of their condition and its complications and able to modify medication doses according 
to how they felt their body reacts. For example, an 87-year-old female patient spoke about 
how she sometimes suggested to her doctor to change the treatment plan, she said:  
sometimes I suggest to my doctor a specific change in the dose if it is bothering me and 
he will be very cooperative and respectful to my wishes (Female, aged 87, P30).  
This behaviour clearly came from a sense of understanding and awareness of the disease and 
how to manage it. Then she later added  
if you become friends with your diabetes, it will become your friend and vice versa 
(Female, aged 87, P30) 
Also, a 65-year-old male patient diagnosed for 22 years gave an example of him changing 
doses of medication based on his own decision and experience with his body symptoms, and 
how he discussed this with his doctor:  
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I changed my dose myself and I was comfortable and happy with the results thanks to 
Allah/ God, my doctor agreed and told me if you feel better with this dose then 
continue with it (Male, aged 65, P3) 
This finding is in line with the view of a female doctor who highlighted the fact that the level 
of education is in fact not a realistic measure for patient understanding and awareness of 
illness and treatment. She added that if a patient is “wise”, no matter what level of education 
he or she has, their understanding will be good. She said: 
I do involve them we have this option, we have this option, and especially if they are 
educated but not necessarily educated patients, sometimes even not educated but 
they are wise people especially the elderly but they are wise and understanding and 
very small minority who will tell me: no no just do what you think (Consultant no.5). 
From the above extract, it can be illustrated that patient level of education is not necessarily 
associated with being more active in medical encounters or more engaged in self-care 
behaviours. This is consistent with the results of other studies that found that knowledge 
alone is poorly related to behaviour.  They argue that although accurate diabetes knowledge 
can help patients make more informed decisions, they will not act on this information unless 
they are strongly motivated to do so (Tang et al., 2008; van Dam et al., 2003). This finding is 
contrary to other research studies that argued that the difference in the understanding and 
knowledge levels among all participants is directly related the level of literacy, level of 
training received, and availability of information on diabetes and, in turn, directly impacts 
diabetes management (Salem et al., 2018; Upadhyay et al., 2007).  
Of course before I come to the consultation I make the blood tests and that the most 
important thing I get from the appointments: the readings and results of the tests, 
blood stock, fat, cholesterol and if something goes wrong with the readings we try to 
prevent it from getting worse and try to control the complications (Male, aged 49, 
P34). 
 
it depends upon the level of education, those who have higher education levels, I can 
usually talk to them at a higher level, they can usually understand. Other types of 
patients I usually need to come down to their level and talk to them in a simple 
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language that everybody can understand, I will encourage them to ask questions. I will 
feel better if the patients start to ask questions and discuss with me, but if the patient 
starts to say “yes yes yes” without asking any questions, you get a feeling that the 
patient may not understand (Consultant no.1) 
 
The phrase “come down to their level” implies superiority on the part of the doctor. From the 
above discussion, and as has been reported elsewhere (Gobat et al., 2015), that participation 
and decision-making may be facilitated (or hindered) by attitudes and behaviours that are 
observed in communication that is reciprocal, responsive, and inviting.  An example is when 
patients ask questions to the physician which gives the impression that the patient actually 
understands and is willing to discuss and thus the physician responds accordingly. These 
attitudes establish a relational foundation of partnership that extends throughout the 
consultation (Gafaranga and Britten, 2003). Although clinicians might possess more medical 
knowledge, patients know more about their own needs (Grünloh et al., 2018). In addition, 
some patients have in-depth knowledge of their condition that can even exceed the one of 
the healthcare provider (Snow et al., 2013). 
 
Most of the time they understand, it depends on the Education level And I try to talk to 
them according to their educational level (Consultant no.6) 
 
… actually she was young, she was young and she was resistant, she was in her 40s but 
she was very resistant to start with the insulin so I showed her in the clinic how to the 
whole process (Consultant no.6) 
 
On the contrary, other doctors repeatedly reported that education awareness in the society 
plays a key role for diabetes management for most of the patients: 
unfortunately, from our experience I don’t see much understanding among patients of 
how dangerous it could turn out to be when they don’t stick with the treatment plan 
(Consultant no.2) 
In this respect, similar findings were found in the patient education literature indicating that 
221 
 
diabetes knowledge is indeed related to patient engagement in diabetes self-care behaviours 
(Fransen et al., 2012; Ishikawa and Yano, 2011). This explains that there is a role of patient 
education on effective diabetes consultations with a movement towards a more patient-
centred service, and the finding is in line with past studies which were conducted in different 
areas (van Dam et al., 2003). Most of these studies have been conducted in Western 
populations, where there is more emphasis on the value of independence and patients, 
generally, are expected to be more self-reliant and autonomous in decision-making 
compared to Middle Eastern societies (Peimani et al., 2018) such as Saudi Arabia. 
Furthermore, patients who reported positive communication with their doctors seemed to 
be more likely to communicate pertinent information about their concerns and were more 
likely to engage with treatment regimens. An 85-year-old female patient said: 
What I like about my doctor is that he gives me specific details, he explains to me that 
my situation is this and I should be doing this, this comforts me because whenever I 
ask him about something he answers me in specific details and explains everything to 
me, there are other doctors I’ve been to consultations with, they don’t do that and 
even I am afraid to ask them [patient laughs], that’s why I am sticking with my doctor 
[gives name] and I don’t want to change him (Female, aged 85, P5) 
In this extract, the participant talked positively about her communication with her doctor. 
The interviewer was trying to find out whether this impacted her engagement in self-care 
behaviours so with probing questions with this regard, the patient responded:  
my doctor makes me feel confident that I am in control of my health and encourages 
me to take charge of my diabetes, this will make me excited to adhere to my 
medications and try to control my diet (Female, aged 85, P5).  
This patient talked about how she manages her diabetes at home and how the input she 
received from her consultant has developed autonomy and confidence in managing her own 
health and engaging in self-care behaviours.  
This perspective shows, among other things, how powerful doctor-patient communication 
and feelings of trust and empowerment can be on patients’ engagement with self-care 
behaviours. This is consistent with previous studies that found that patient trust in their 
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physician was associated with commitment to treatment, disease self-management, and care 
satisfaction and is thought to be associated with improving care-seeking behaviours It is 
therefore likely that giving patients self-control creates feeling of security and confidence 
towards self-care behaviour of one’s own health (Bonds et al., 2004).  
The patient participants expressed themselves in ways that reflect their knowledge about 
diabetes and their understanding in medical encounters even though they had not completed 
their education.  
If you want to see change, you make change happen, that’s what I believe in (Female, 
aged 85, P5) 
Additionally, a 51-year-old male patient commented:  
a person with diabetes is supposed to check his blood sugar twice a day before and 
after breakfast but I check every two days normally at this stage because I don’t feel 
the need to check twice a day like I used to, I feel this is a good balance for me (Male, 
aged 51, P32)  
This extract indicates that patients are in fact aware of their condition and how to monitor it 
which is contradicting with the doctors’ opinions which state that patient did not have 
adequate knowledge to manage their diabetes effectively. Ok so this is important to discuss 
as you say contradiction  
if they are well educated, graduated from universities and so on, they usually have a 
much better understanding than other patients who have less education.…. those who 
have higher education levels, I can usually talk to them at a higher level, they can 
usually understand. Other types of patients I usually need to talk to them in a simple 
language that everybody can understand (Consultant no. 1)  
On the contrary, another consultant said when asked whether she thinks her patients takes 
her advice seriously:  
most of the them, actually only minority of the knowledgeable people because also I 
am working in a centre that serves the College staff so when they are highly educated 
usually they tend to not chose to follow every information you are giving them, but if 
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they are undereducated they will say I don’t know you have all the knowledge just tell 
me and I will do it! And they are taking my advice seriously yes and they follow. But 
the others I think they are reading and they are coming back to me and sometimes 
they are discussing and they will follow what they are convinced with (Consultant no. 
6) 
a lot of patients they follow. Even we have an issue with noncompliance, but usually 
this is dependent on the education level of the patient. Some patients they don’t like 
to control his diet and everything. But they usually respond about our 
recommendations and advice (Consultant no.3) 
 
From the above extracts it can be seen that the consultants are giving assumptions about the 
association between patients’ level of education and their engagement with self-care 
behaviours. The notion that people with diabetes lack the knowledge about the disease 
leading to poor engagement in self-care behaviours was generally believed by many of the 
consultants in this study. 
These perspectives seem to draw an important discrepancy in terms of doctors’ 
understanding of what their patient know and what patients actually know about diabetes 
and its management. These perspectives were echoed by the work of Street and Haidet 
(2011) showing a mismatch between what doctors think they know about patients and what 
patients actually know. In that study, physicians underestimated patients’ understanding of 
what it meant to have the disease, their control over the situation, their wish for wanting to 
partner with the physician in their care, and their willingness to engage in self-care behaviour 
(Street and Haidet, 2011).   
All participants agreed they needed to have relevant and sufficient information about their 
condition in order to effectively manage their diabetes and make informed decisions about 
their care. Participants indicated there is a lack of awareness and education in Saudi hospitals 
to educate patients on the value of the consultations and what they can benefit from them 
in terms of diabetes education. It is widely perceived within the participants that the benefit 
of the consultations is mainly to get the medications, however, some participants are in fact 
aware of the significance of these consultations and they make sure they are well prepared 
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to get the most out of them. A 43-year-old female patient described how she changed her 
perspective towards the consultations, she said: 
I used to come to the clinic just to take medications and leave, I wasn’t aware of 
the value of these appointments and how much I can benefit from them, you 
know here we lack awareness in all areas of health, honestly that’s what I noted. 
Doctors and nurses need to educate their patients in a way that the patient can 
accommodate, not by just listing what he or she should do, they need to consider 
the patient’s own situation (Female, aged 43, P4).  
She further expressed her efforts to educate herself while waiting for her appointment: 
I like to educate myself, when I am waiting for my appointment in the clinic I grab 
all the brochures that are on the wall and start reading them, I like to learn new 
things about diabetes to prevent anything bad that could happen to me (Female, 
aged 43, P4).  
I have seen some patients that come to me ready and prepared a list of possible 
side effects and their concern that this medication will cause so and so and so.... 
And I see this is a positive thing because if the patient knows about the treatment 
and understand the benefits and the possible side effects, the reaction to the 
treatment would be better than the one who is just taking it passively (Consultant 
no. 1) 
Research indicates that patients’ perceptions of their care are higher, their involvement in 
the treatment is greater, and their overall satisfaction is increased if there is true 
understanding of: the treatment and management plan, the decision-making process, and 
the patients’ role in this process (Vahdat et al., 2014). Furthermore, being involved in health 
care contributes to increased motivation and an improved situation. This may, in turn, lead 
to better treatment outcomes and greater satisfaction with the given care (Larnebratt et al., 
2019). Increased evidence supports the notion that patients who are more engaged in the 
doctor-patient relationship are more able and willing to manage their health and gain better 
outcomes and have better care experiences (Hibbard and Greene, 2013), compared with 
those who are less engaged in their care. Highly involved patients tend to engage in more 
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deliberate information processing consistent with critical reflection of ones’ health status 
(Dahl et al., 2019) 
 
On a related note, individual traits such as socio-economic background and personality type 
influenced patients to be more involved in discussions in relation to treatment and 
management of their diabetes. Patients with lower educational levels often had difficulty 
expressing their preferred treatment options and that in turn discouraged them to be active 
in such discussions. One patient said: 
 
Patients indicated that there were encouraged by their doctors to learn more about 
diabetes, while others felt that this is not a topic brought up during consultations and that 
it is not the doctor’s job to educate them. Others felt they had already known adequate 
information from being raised in a family in which most are living with diabetes or from living 
themselves with diabetes for a long period of time.  A 73-year-old female was explicit about 
taking personal responsibility over her health, and that the role of the doctor is only to give 
information, she commented: 
the doctor will give you the information and that’s it, there is no doctor that will 
grab your hand and tell you do this! It’s up to the patient, it’s up to you to be true 
to yourself and say no! this is not good for my health. When I lost my weight, 
nobody forced me, I did it on my own (Female, aged 73, P1) 
A 65-year-old male diagnosed 22 years ago expressed his tendency to read books, journals 
and other online resources to keep himself updated with regards to diabetes knowledge to 
help him manage his condition more effectively. He commented:  
I read about it, I read about the benefits of insulin injections and the benefits of the 
blood sugar regulator, they are different, the regulator adjusts sugar levels in the blood 
you know the small white pills, while the insulin works on the overall body” (Male, aged 
65, P3). 
On the other hand, some patients feel their doctors are giving them adequate information 
and they don’t need more. A 65-year-old male patient said:  
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I don’t like to read or seek for information I am good with what my doctor tells me, it’s 
enough for me (Male, aged 65, P6) 
A 51-year-old male patient working in the health sector commented on the importance of 
patient education with regards to diabetes management: 
Of course without a doubt, and that’s how it should be if the patient is not working in 
the health sector, he should seek knowledge and awareness, it is very easy now to get 
information whether from the internet, from books, the patient is his own doctor 
without a doubt (Male, aged 51, P32) 
Some consultants said with this regard: 
Now the people are more educated, people start reading news and reading articles 
and they come to you with all these background information with the social media- so 
they come to you- some of it is right, some of it is wrong, you need to clarify to them, 
you need to justify the doubts, (Consultant no.3) 
 
From the above extracts, it can be seen that doctors are aware about the need to raise 
awareness in the community. This is what patients said when asked about whether their 
doctors encourage them to learn more about their illness: 
my visits here are very useful, the doctor showed me how use the insulin injection, she 
taught me how to control my blood sugar levels, she gives enough and comprehensive 
information (Female, aged 43, P4) 
my doctor discussed with me how to control my blood sugar according to the food 
that I take as in how to take the insulin injections with the meals” “I sometimes help 
people who need help and teach them what I’ve read” (Female, aged 43, P4) 
the good thing is they gave me a notebook to record everything to keep track of my 
readings (Female, aged 85, P5) 
she tells me the dose and I record it in the insulin device straight away so I don’t forget 
(Female, aged 59, P13)  
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Also, the patients that showed better involvement in their health also seemed to 
communicate more comfortably with their doctors. A 33-year-old female patient 
commented: 
I like to ask questions if I have something to say I say it because it will affect me 
eventually… it’s my health at the end of the day (Female, aged 33, P10) 
This finding is consistent with other studies showing that patients who are actively involved 
in their health may be better able to communicate their needs and preferences with their 
doctors (Bonfils et al., 2017).This is also in line with literature indicating that patients who 
exhibit greater active involvement in treatment and management have physicians with more 
accurate understanding of the patient’s health beliefs (Street and Haidet, 2011) and with 
work showing significant association between increased patient activation and improved 
doctor-patient communication in a telephone survey (Alegría et al., 2009). Doctors cannot 
read patients’ minds and often have poor understanding of the patients’ concerns and beliefs 
about their conditions and treatment option (Schinkel et al., 2018). Therefore, when patients 
are more explicit with their questions, what they are worried about, what their preferences 
are, and what their thoughts are on the risks and benefits of treatment options, doctors gain 
a better understanding of the patient’s needs and views (Sultan et al., 2011). This also, in 
turn, relies upon clinicians encouraging and eliciting that information from their patients. 
That, in turn, helps them provide more informative, supportive and patient-centred care 
(Williams et al., 2016). This is particularly true in the management of diabetes where some 
patients in Saudi seem to be reluctant to talk or reluctant to learn more about the disease 
and will settle with what they already know or experienced from their family members who 
had diabetes as well. For example, a 42-year-old female patient diagnosed 10 years ago said: 
I don’t really like to read about diabetes anymore, I don’t want to scruple about it. 
What I know already is enough (Female, aged 42, P40) 
Similarly, another patient said:  
when you have other members in the house that have diabetes, it becomes a normal 
routine for us, I used give my mother her injections so I know a lot already when I got 
diagnosed myself (Female, aged 53, P22) 
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Additionally, a 54-year-old male with long history of diabetes for around 25 years said: 
having a family history of diabetes helps, also, if I have any problem, I take it is as a 
study it becomes a task to surf the internet for information, sometimes I ask my sister 
because she is a Prof in OB-GYN she helps me so much in giving me accurate 
information and thanks to Allah/God let’s say I have a good picture for diabetes  (Male, 
aged 54, P27) 
Another male patient highlighted the number of diabetes complications that family members 
are living with, which made him more aware of the seriousness of this illness, he commented:  
let me tell you an example from our old history of diabetes, my uncle who passed away 
from cancer, may God have mercy on him, he had complete paralysis due to diabetes. 
So, we have family considerations when it comes to diabetes, we know the serious 
complications that might occur if someone is not complying to treatment (Male, aged 
56, P28) 
A 49-year-old man commented on how he was comfortable in deciding to use the blood 
glucose monitor from his mother’s medication at the beginning of his illness because he knew 
what it does and how it reduces the sugar levels. He said: 
I didn’t see a doctor at the time because I feel I have experience from all my clinic visits 
when I bring my mom and dad so I know what need to be done when certain things 
happen (Male, aged 49, P34) 
These extracts articulate that there are many factors that contribute to patient awareness 
and knowledge about the disease, not entirely the level of education. 
On a related note, a 57-year-old male diagnosed for 30 years expressed the different types 
of doctors in terms of giving advice and information about diabetes and listening to patients: 
not all doctors give a great amount of advice and information, some doctors just give 
me the treatment and that’s it, others take some time to discuss with me about my 
concerns or issues and I like that, I like to feel listened to (Male, aged 57, P8) 
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On the contrary, some patient responded when asked about their understanding of what 
their doctor say: 
Yes, definitely. Sometimes he repeats the information twice to make sure I get the 
information (Male, aged 54, P27) 
my doctor doesn’t let me leave the consultation until I ask all my questions and he gives 
us all the information, he gives us and takes from us, he answers me very 
comprehensively (Male, aged 51, P32) 
From the above quotations, it can be seen that giving comprehensive advice, repeating 
information, and addressing questions seem to be essential elements of a good doctor-
patient communication from the patients’ point of view.  
Along with education, patient participants expressed that they become familiar with their 
own bodies, the symptoms they have and how to deal with them. The participants felt that 
they learned over time how to cope with diabetes and about the risks of hypoglycaemia, but 
it took time to learn. They expressed that knowledge came by learning from mistakes. The 
following extracts are some examples: 
if I want to ask about something I ask and discuss because you see the patient knows 
his body the most and is familiar with the symptoms he faces and whether what he is 
doing is good for him or not. Sometimes even the doctor doesn’t know the patient’s 
situation as much as the patient himself (Female, aged 43, P4) 
in my situation, when I reduce the amount of food I take, and when I exercise, I get 
hypoglycaemia, to the point where I become aware of the nature of my body and how 
it responds. Imagine, lemon, when I drink lemon with my water, my blood sugar 
reduces to 58, I start having scary shaking actions, so I become truly aware of myself, 
so I stopped being daring in trying new things (Male, aged 56, P28) 
a person knows his symptoms based on his knowledge what is happening to his body 
over time, I noticed the urine I mean the excessive need to go the bathroom, the body 
weight, I knew something was not normal (Male, aged 51, P32) 
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That being said, the consultant participants agreed, as demonstrated in this theme, that there 
seems to be a lack of education within the community and that has a huge impact on the 
effectiveness of communication and the level of patient engagement with self-care 
behaviours. However, consultants interviewed in this study raised an interesting point that 
having adequate information about diabetes does not seem to be enough for patients to be 
actively involved in discussions regarding treatment and management of diabetes. In other 
words, they indicated that patient understanding is not the main issue when it comes to 
communication, there are a lot of other factors that contribute to an effective consultation 
such as patients’ willingness to change, patients’ view towards their illness and their mental 
status which was discussed in this previous theme. 
Furthermore, one consultant indicated that in her practice with patients, she noticed that 
they indeed wanted to be involved in the negotiation and communication of their health 
condition. She said:  
from my observation if they find the physician explains to them, tell them, talk to them, 
they are really happy. They like to understand, they do listen… for example, we go to 
other places for example private sector or so they just give us the drug and that’s it, 
they don’t explain to us. We always involve them in the management, we explain to 
them about what things we have to monitor, about the complications of the disease. 
that is what they want (Consultant no.5) 
On the contrary, patient participant felt neglected in most cases and did not feel that were 
being listened to and treated as ‘person’ as oppose to a ‘case’ being treated. A 43-year-old 
patient commented: 
it depends on the doctor’s personality, some doctors tend to give and take in 
discussions, some don’t, it depends… my doctor looks at me as a case not as a human 
being (Female, aged 43, P26) 
An 85-year-old female patient responded when asked whether she was involved in 
discussions with her doctor:  
for me I don’t like to take long time with my doctor because I know he has lots of 
patients to see that might have worse situations than I do that’s why I like to get to 
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the point unless there is something urgent that I need to discuss. For example, today I 
don’t have any issues, my diabetes status is pretty good but I am here for the 
medications (Female, aged 85, P5) 
 
Participants found it difficult to tailor information and lifestyle advice provided by their 
doctors to fit their daily life. On the other hand, doctors recognized that patients needed 
support to change their behaviour but saw themselves as inadequately equipped to deal with 
different cultural and social aspects of self-management. Also, doctors interviewed in this 
study assumed that patients were resistant, negligent and not willing to attempt to change 
their behaviours. In fact, one consultant claimed that patients’ personality issues caused 
difficulty in negotiating treatment and management of diabetes. She said:  
 
They come to you and in the back of their mind they know that they will not follow your 
orders, they are like resistant, negligent, they will not follow your orders and usually 
these type of patients I don't see anymore I need follow up with them as well I need 
follow-up, but then they go and don't come back I don’t know what's the problem but 
I think it is related to a personality issue (Consultant no.6) 
  
Later she added: 
Because I try to explain to them all the time, I try to get them involved in decision-
making, teach them how to manage themselves but some of them are just ignorant 
and they don't want to control their blood glucose, they don't want to be involved, but 
this is really minor. This is like up to 5% of my patients otherwise everyone else is trying 
to be engaged, trying to fix their blood glucose, trying to understand how to manage 
themselves (Consultant no.6) 
 
From the above extract, the consultant argued that patient being prepared for the 
consultation and having the intention to actively communicate with the physician are 
important factors for an effective communication. However, according to the literature, this 
concept needs to be expanded to more systematic and thorough observation of the positive 
and negative facets of participation, control, confidence, efficacy and patient skills in this 
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relationship (Petrič et al., 2017). That being said, this consultant clearly experienced tensions 
and paradoxes in communicating with patients. She assumed that patients do not actively 
engage in discussions because they intentionally do not want to follow doctor’s 
recommendations. However, viewing this from the patients’ lens, perhaps they are not being 
actively engaged in the consultation because they are not feeling listened to, respected, and 
empowered. It has been suggested that a patient’s feelings of empowerment can also be 
transformed, especially in the presence of a paternalistic physician, into a manipulative, 
disrespectful, and generally negative stance toward the physician (Petrič et al., 2017). For 
instance, one patient gave an example of when he received negative feedback from his doctor 
with regards to his heavy smoking, he responded negatively as well.  
 
He told me if you don’t stop smoking, this will be our last consultation together. Then 
I told him “well doctor I came to the hospital [given name] not to you! (Male, aged 54, 
p11) 
Then the patient expressed his frustration about the way the doctor treated him and said  
I usually respect people but he gave me no choice, if I would to stop smoking, I would 
do that for my family and for my kids not to obey to your command (Male, aged 54, 
p11) 
 
On the contrary, a 65-year-old male patient talked positively about how his doctor’s advice is 
number one priority above anything else.   
I never forget anything my doctor tells me, and he knows this, my doctor’s advice is my 
number one priority above anything else, if you are not going to follow the doctor’s 
advice why bother to come to the clinic then? (Male, aged 65, P3) 
In this regard, one consultant commented: 
For me actually as soon as the patient enters to the consultation, I have a question that 
I always ask my patients: I ask them is the diabetes winning you or are you winning? 
And the patients would talk to me or they say well I don’t know doctor check my results 
(Consultant no.2) 
233 
 
The phrase “is the diabetes winning you or are you winning?” is interesting in it that it implies 
an important concept of learning by reflection as demonstrated in the work of (Johansson et 
al., 2018). The concept of reflective learning is an attempt to support patient learning by 
starting reflection processes by asking questions with the purpose of clarifying the 
relationship between, for example, biomedical values and patient actions. The idea of this 
support is that the patient should feel responsible for making conscious choices and increase 
patients’ ability and willingness to take charge of their condition. As Berglund (2014) argues, 
the patient needs to be confronted with their life situation and challenges for changes to 
realize that the patient is the one who takes charge of the disease, instead of the disease 
controlling the patient. Andersson et al. (2019) suggest that supporting patients’ learning 
processes improves patient engagement in self-care behaviours and involvement in their own 
care, which is essential for the adoption of a more person-centred care service.  
However, this finding is contrary to that of other studies which argue that optimal diabetes 
management requires acceptance, and that involves acceptance that it will not always be 
possible to “win” (Gregg et al., 2007). A good illustration of this is the Acceptance and 
Commitment Therapy (Hayes et al., 2006), a psychological intervention that was introduced 
on the idea that, sometimes, helpful change can only take place when some aspects of the 
problem are accepted as they are (Murray et al., 2019). Acceptance and Commitment 
Therapy emphasises the importance of supporting patients to live the way they want to live, 
in accordance with their personal values (Gregg et al., 2007; Hayes et al., 2006). Individuals 
are thus encouraged to embrace an active willingness to engage in meaningful activities in 
life despite experiences, thoughts and other related feelings that might otherwise hinder that 
engagement (Murray et al., 2019). In other words, by accepting the illness to a greater 
degree, patients are then empowered to engage in value-based actions, which might 
subsequently improve psychological and existential wellbeing (Secinti et al., 2019). 
According to the participants in the study, a comfortable doctor-patient relationship included 
mutual discussions and understanding of the problems, tackling issues one by one to reach a 
decision in which both patient and clinician are involved. Two consultants expressed as 
follows: 
I try to solve problems then I try to tackle one by one and to discuss one by one and the 
main things that the patient will go out from the clinic and he is convinced with the 
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decisions we made together, what are the most important problem now and how we 
are gonna deal with that and what are the complications to that then we will decide 
upon a solution. Then we will discuss the other things later. (Consultant no.6).   
 
I would say to the patient I suggest this and this and this what do you think? Do you 
agree? This is what should be done: If you agree with the plan then we will do, if not 
what do you think? I always tell my patient this hospital is not prison it is a hospital, 
this is our plan, you agree on it that’s great, if you don’t agree on it you can go. 
(Consultant no.2) 
 
I will encourage them to ask questions. I will feel better if the patients starts to ask 
questions and discuss with me, but if the patient starts to say “yes yes yes” without 
asking any questions, you get a feeling that the patient may not understand 
(consultant no.1) 
 
This notion was in agreement with the patients’ responses when they were asked about their 
discussions with their doctors. Indeed, patients acknowledged that they need to understand 
why the treatment has been established the way it is or why they were experiencing certain 
symptoms. For example, some patients commented: 
 
my doctor warned be that my health will get even worse if I don’t take the treatment, 
my kidneys might get affected she said (Female, aged 42, P18) 
 
the doctor reassures you with the blood results and tells you how you are getting along 
and if something is going wrong he will guide you on what to do to get the blood sugar 
controlled (Female, aged 53, P7) 
 
Doctors often reported that their patients did not want to involve in decision-making 
processes. While this might be the case for some patients, others, in fact, wanted different 
levels of involvement. This preference should itself be informed, rather than based on 
doctors’ presumption about what patient wants. From the interviews, in can be seen that 
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many patients felt unable rather than unwilling to engage in decision-making. Some patients 
felt they will annoy doctors by trying to be more involved, and their wish to be a “good” 
patient over-ridden their wish to be involved in decision-making processes. This finding is 
consistent with the literature that indicates that such attitude might come from longstanding 
experience and expectations of a paternalistic approach and in turn, this can be mistaken for 
lack of interest in engaging in decision-making.  
Some of them they are not compliant to start with because of negligence. We do see 
patients who are neglecting their management, so we emphasize on this point. That 
the patients have to comply to their instructions following instructions starting with 
lifestyle changes, treatment that will are giving them and follow up in the clinic they 
have to come by in the visit and we will do the lab test to measure the blood sugar if 
it's required (Consultant no.5) 
To further illustrate this idea, another consultant shared a story of one of her patients who 
had experienced a stroke, which is one of the complications of diabetes, due to high blood 
sugar. The consultant had discussed with her about her diet and despite the stroke incident, 
the patient was not willing to change her diet. The consultant commented: 
She said: I love Pepsi, I'm in deep love with chocolate, whenever I have any argument 
with my kids I just go ahead and grab any Mars, any Bounty, any Twix. I was telling 
her: You had a stroke! You just survived a catastrophe thanks to God because she is 
young, she could survive it with low complications… I told her what are you waiting for 
why don’t you look after yourself! And still after her tragedy, still she is drinking Pepsi 
and eating chocolate! (Consultant no.2) 
Another consultant commented: 
We first ask them to control their food consumption… and to get familiar with 
the type of food that are bad for their health… to stop drinking soft drinks and 
eating unhealthy food… to be more active… patients are surrounded by so many 
bad things that they don’t realize… TV and junk food restaurants... So they just 
sit in front of the TV for hours and hours and order food… That’s why we have a 
high rate of diabetes… People are too lazy to do anything… (Consultant no. 3) 
236 
 
 
From the above extract, it is evident from the participants’ response that diet appears to be 
one of the most significant examples of conflict measures between doctors and patients. In 
line with this finding, a study by Moreau (2012) found that 62% of people with uncontrolled 
diabetes were not able to integrate healthy diet behaviour into their lifestyle practice caused 
by a lack of self-control resulting in adverse consequences such as weight gain and high blood 
sugar levels. Therefore, it is necessary to take into account the moral pressure, and listen to 
patients’ personal efforts and strategies to establish healthy behaviours as well as 
understanding their personal and familial barriers to change (Miles and Asbridge, 2017). This 
will support the struggle and intensive pressure they experience to demonstrate healthy 
lifestyle habits, thus enhancing the promotion of diet changes without the feeling of 
deprivation that patients could develop over time (Buchmann et al., 2016). In the previous 
extract, the phrase “what are you waiting for why don’t you look after yourself” is interesting 
in that it implies an important point in this particular finding.  
it doesn’t make a difference to me now if I care or not, the results are always bad so 
why should I bother (Male, aged 41, P19) 
This finding affirms other work in the diabetes literature identifying a relative absence of a 
patient-centred perspective (Parry et al., 2006). In some consultations, the focus was on 
simply providing information (Simmons et al., 2004), with relatively little emphasis on 
negotiation strategies to adapt patients’ beliefs and preferences in order to successfully 
effect lifestyle change (Dowell et al., 2018). Interestingly, research has shown that people 
with type 2 diabetes who regard an unhealthy lifestyle as a cause for their condition were 
more willing to take responsibility and to respond with diet and exercise than those who 
emphasised genetic factors (Parry et al., 2006). This is contrary to the findings of this study in 
which patients with a family history of diabetes seemed to be more engaged in self-care 
behaviours and are more likely to take an active role in their disease management than those 
who regard unhealthy lifestyle to be the cause for their diabetes.  
having a family history of diabetes helps Since I was little, my mom, dad, grandmother 
and now my brother and sister all are diabetic. So, I feel saturated with diabetes 
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information, I know what the consequences are if I messed up my medications…  
(Female, aged 36, P31) 
Indeed, exploring accounts of patients’ “lived experience” of the disease can provide insights 
into their engagement with treatment and management. (Anderson and Funnell, 2012). The 
way patients understand their disease and its causation moderates their coping with, and 
participation in, treatment and management of their condition (Anderson et al., 2008). 
Instead of exerting more pressure on people with diabetes, doctors should inform patients 
that measurements do not necessarily mirror behaviour, and that recommendations to 
change lifestyle should not be understood as an accusation of previously poor behaviour 
(Buchmann et al., 2016).  
Patients expressed that they tend to be overwhelmed during the consultation and therefore 
they feel unprepared to play a significant role in their health. A 40-year-old female patient 
said:  
I would enter the consultation having all these questions in my mind that I want to as 
my doctor but as soon as the doctor starts talking, I will forget everything I prepared… 
(Female, aged 53, P22)  
 
Another patient commented:  
 
I feel that the doctor is in a hurry and talks very fast so I understand that he wants to 
finish this appointment quickly (Female, aged 59, P13)  
 
This extract is an interesting example of the notion indicating that many patients feel unable 
rather than unwilling to engage in discussions during medical consultations. 
 
Almost all participants from both groups complained that the length of the consultation 
during clinic visits was insufficient to discuss all aspects that matters to the patients with 
regards to their diabetes. Time constraints seems to be the most often mentioned barrier to 
incorporate patients’ values and preferences into decision-making in relation to their health. 
Both patients and doctors stressed the fact that the time limitation constrained the doctor-
patient communication process. This finding is a unique contribution of this study in a sense 
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that cultural, system and individual competencies mean that it is difficult to elicit patients’ 
values and preferences within clinical consultations. This notion will be further expanded in 
section 5.1.3 (Lack of continuity of care and system support). Although the doctors 
interviewed in this study recognised the importance of giving the patient adequate time and 
opportunity to discuss their values and concerns, they felt restricted by a lack of time and 
resources available. Also, the number of doctors available in the clinic is very small compared 
to the number of patients attending the clinic on a daily basis.  
 
…I feel that I am not being listened to…the doctor is always busy and I don’t want to 
upset him by asking too many questions (Female, aged 59, P13) 
 
…If the clinic is so crowded, the physician has to finish the session in a short time, then 
you won't be able to listen nicely to all the patients concern and questions (Consultant 
no.5) 
 
In my study, many patients reported feeling overwhelmed by a variety of beliefs and 
emotions prior to entering the consultation. Emotions such as frustration, feeling they have 
no control over their health condition, uncertainty over the journey of their treatment, fear, 
worries, and overall dissatisfaction with the healthcare system was acting as a barrier to 
eliciting their own values and preferences during their clinical consultations, and in turn, 
sometimes causing them to lose trust in the doctor.  
 
Combining all these issues, people with diabetes can potentially feel they are not heard and 
consequently feel more vulnerable. They reported arriving at the clinic in a state of some 
anxiety after waiting for so long for their appointment or they having had previous poor 
experiences of the clinic and may fear that raising concerns or asking too many questions can 
delay or impact negatively on their treatment or their relationship with their doctor. Some 
patients wanted to express their own opinions and wishes but hesitated to do so because of 
possible negative reactions.  
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the clinic here is extremely busy so I really don’t blame them. Sometimes I feel it’s 
enough by just telling him I did this, and the results were one two three (Male, aged 
56, P28) 
 Some participants felt the doctor did not always value their opinion, while in some situations, 
they felt they needed to be quick so the doctor could then accommodate more patients, as 
illustrated in the above quote. 
 
5.1.2.1 Advice provided across the health care team and the consequences on treatment 
and management 
The consultants had conflicting ideas about the desirable level of patient involvement and 
their role in stimulating it. They had diverging expectations of how providers should act in the 
best interests of the patient. Furthermore, according to the participants, doctors sometimes 
gave them conflicting advice with regards to treatment and management of their diabetes. 
The inconsistency of advice among different providers was especially challenging for the 
patients. 
 
I used to take an apple for breakfast with a cup of black coffee, so the nutritionist told 
me that’s wrong it is better if you have a full breakfast with more varieties of food. But 
in order for me to have that I need to take a pill, so I spoke to my consultant about this 
he said no there is no need for that as long as your readings and glucose stock is ok, 
two pills is enough you don’t need to add more…  so now I am confused because if I 
take a huge breakfast the glucose levels will go high. And the lunch you know we have 
to have rice and chicken so it is a huge meal and I will need to take the pill then…(Male, 
aged 49, P34)  
 
Participants also identified that a barrier to effective communication occurred when 
inconsistent advice was provided across the health care team. The occurrence of these 
situations was especially heightened when patients were seen by different health 
professionals. For patients, balancing the conflicting opinions of different professionals was 
confusing.  
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One doctor tells me this, and the other doctor tells me that, the dietitian tells me 
something else… one doctor gave me cholesterol 40, the other gave me 10, I was 
confused (Female, aged 42, P18) 
 
Not only was the capacity of to engage in discussions related to treatment and management 
compromised, but provision of inconsistent advice added to the burden of living with a 
chronic illness. Besides challenges that occur daily, having to deal with multiple conflicting 
messages can make patients lose sight of their treatment and management plan. One patient 
commented:  
I think it adds to the emotional drain of diabetes because every doctor has such a 
different approach… I already have lots of problems, I can’t deal with this (Female, 
aged 38, P35) 
 
However, a few participants reported that provision of multiple or conflicting opinions had 
inherent benefits because it exposed the participant to greater options.  
 
I have to swap between three different consultants. It is OK, everybody has a different 
opinion and some bits work for you and some bits don’t. If you know what you want to 
get out of it, it is sometimes good to see a few different ones (Male, aged 51, P32)  
 
Maybe because I am initiating insulin because he is really hyperglycaemic so he is 
trying to go to other doctors and ask them to give him only oral hypoglycaemic agents 
regardless of his situation. So, sometimes I try to go with them as long as I can comply 
with their wishes. But sometimes no it is necessary to start with insulin with such 
complications and such uncontrollable disease, so I cannot just say it's ok to continue 
with oral glycaemic agents (Consultant no.6) 
 
I am not saying that there are not patients that hide some facts from the doctor? No 
there is. For example, there are patients that will come from another hospital to see 
what the doctor says or seek a second opinion about his or her condition (Consultant 
no.2) 
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Nevertheless, for other participants, the burden of dealing with inconsistency of advice 
between health professionals acted as a driver to discontinue further consultations with 
clinicians  
one time I saw a doctor and I didn’t quite like his method and way of talking to me so 
I asked to change him, he was not really giving me clear guidance he says if you want 
to take the pills with the injections it’s up to you, when I took another opinion they told 
me no don’t take both because they both reduce the blood sugar and cannot be taken 
together otherwise you will get hypoglycaemia (Female, aged 33, P10) 
 
The findings of a qualitative synthesis by Brundisini et al. (2015) suggest many points of 
misunderstanding, miscommunication and missed opportunities for intervention between 
providers and patients towards effective diabetes self-management. Furthermore, other 
studies have also demonstrated that people with diabetes often feel overwhelmed with the 
demands of self-management and find it difficult to keep up with complicated routine  (Kalra 
et al., 2018). Likewise, the majority of the consultants expressed that patients’ perception 
about the seriousness of the disease will affect the way they cope with it. For instance, many 
patients were perceived to be unwilling to read and educate themselves about diabetes, and 
they often evaluate their progress in health based on their mood or thoughts:  
 
they don’t tend to use the blood sugar measuring devices quite often they judge their 
situation based on how they feel, and treat themselves based on that feeling, instead 
of relying on more objective scientific measures (Consultant no.5) 
 
especially elderly, they skip the P.M night dose the one with dinner. They say, “oh I 
am not eating dinner I am afraid of hypoglycaemia.” I say “okay, did you experience 
hypoglycaemia? did you check your blood sugar?" They say “no no I am just worried 
about it” (Consultant no.6) 
sometimes they modify the dose according to their thoughts. For example, yesterday 
I was in the clinic and one patient told me “I am not choosing a P.M dose." why? 
“because I am not eating dinner, but when I wake up in the morning I found my blood 
sugar is very high” in fact she needs this second dose because this dose she has to 
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take it with the other meal, not simply with dinner. She needed 2 doses which should 
be taken twice daily, if you do not eat dinner it will not work in your case. I need to 
explain to them how to modify, how to adjust in medication (Consultant no.6) 
Indeed, evidence suggests that diabetes and its complications are strongly associated with 
psychological problems including depression, poor-eating habits, and fear of hypoglycaemia 
(de Groot et al., 2016; Kalra et al., 2018). Furthermore, worry about the possibility of serious, 
long-term complications is often perceived as the most distressing aspect of diabetes, which 
can compromise patients’ engagement with self-care behaviours (de Groot et al., 2016). 
 
I tell them, we have a new drug that is doing this and this, would you like to start with 
this one? The evidence says it is a good drug with less complication, they are afraid of 
hypoglycaemia the most when introducing a new drug. And for example, this drug 
doesn't cause the side effects, a lot of people are using it, it’s been in the market for 
long time and so now studies have proven its efficiency and so on and so forth…. They 
do! they listen to you and they- they even their compliance and their acceptance 
become more. If they understand it, the compliance for them will be better (Consultant 
no.5) 
As seen in the consultant responses, it is clear that the terms that are often being used by the 
clinicians are terms like “compliance” and “adherence” to treatment which seems to show a 
more hierarchical vision of the healthcare relationship, where the healthcare provider 
prescribes to the patient the rules to better manage his/her condition. According to 
Menichetti et al. (2016), the concepts of adherence and compliance appear to be more 
narrow in their conceptualisation of the patient role and of his/her exchange with the 
healthcare delivered compared to the concept of for example patient engagement. 
Menichetti et al. (2016) also suggest that these concepts imply an evaluation of the patients’ 
attitudes and behaviours, as more or less to a gold standard. On the other hand, the concepts 
of engagement and empowerment shows a more democratizing vision of exchange between 
demand and supply of health services. Additionally, it also takes into account the subjective, 
emotional and motivational aspects of such exchange. If people with diabetes are not 
meeting standardised treatment goals, it is likely because of various barriers (Jaam et al., 
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2018). Many patients are not meeting treatment goals simply because they have never 
received the proper education or tools to manage their diabetes. Therefore, health providers 
need to collaborate with patients to identify and overcome these barriers instead of labelling 
patients and blaming them for being non-compliant (Peters, 2012). 
 
In the current study, some patients felt shocked regarding their health status or, on the other 
hand, some felt like it is normal to suffer from diabetes when you get older. This then further 
extends their narrative with themselves. A 54-year-old female patient explained the 
overwhelming and emotional experience of her diagnoses:  
 
it was really hard at first, I was like oh my God, I’m diabetic, already I’m hypertensive 
and now diabetic (Female, aged 54, P9) 
 
However, consultants demonstrated that some patients believed that once they have been 
diagnosed with the disease, there is no cure for it. 
 
they believe that now that they are suffering from diabetes, there is no need to burden 
themselves with such knowledge... they are not aware that such carelessness increases 
the disease’s complication (Consultant no.4) 
 
 
However, it is important to note that empowering patients to participate in decision-making 
require reciprocal change in clinicians (Butow et al., 2004). Such findings may encourage 
clinicians to discuss the preferred role with their patient in order to fit the decision-making 
process to the needs and capabilities of the individual patient (Brom et al., 2014). Clinicians 
also need to adopt a more open, tailored and empowering approach in consultations and 
foster an active role in treatment decision-making among those patients who want it (Brom 
et al., 2014; Caldon et al., 2011).   
 
Sometimes one of them she refused insulin while her hemoglobin is very high so I asked 
the patient to change to insulin injection I described this for her and I bring the insulin 
injection in the clinic and give it to her and I showed her how to inject herself I told her 
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you have hyperglycemia now you do remember in the morning when the nurse did your 
glucose check it was very high. Let’s now start the insulin then we will check after one 
hour from now how its gonna be. So she was refusing to use insulin, she was afraid of 
insulin, afraid of the injection, so I treat her in the clinic and I tell her just try this time, 
try this time with me, I’ll be here observing you. So, she took the injection, she injected 
herself, and she thought: that’s it? Is it that easy?  And now she is continuing on insulin 
and she finally agreed to take it (Consultant no.6) 
 
Furthermore, studies argue that knowledge about the disease is likely to inform patients 
about specific behaviours in engaging with diabetes self-care process. Therefore, the more 
knowledge patients have about their illness, the more likely they are to comprehend their 
disease and adopt self-care behaviours such as diet, exercise and blood sugar testing among 
others (Kugbey et al., 2017).  
 
Fundamentally, knowledge provision, knowledge acquisition, and expectation to contribute 
individual preferences occur in the context of a power imbalance between the clinician and 
the patient. Therefore, patients’ capacity to participate seems to be contributed not only to 
how much knowledge they have, but also to how much power or influence they feel they 
have in the decision making encounter, that is, the perceived ability to use this knowledge 
(Joseph-Williams et al., 2014b).   
 
Doctors are always in a hurry as there are more patients waiting for them. Many times, 
we do not follow what they say (Female, aged 70, P21) 
 
Typically for a patient, each consultation with a consultant was rather short (with an average 
of just about 10-15 minutes per patient), where the patient is provided with a lot of 
information and advice. Apart from this overwhelming nature of consultations, patients also 
have challenges in remembering the information perceived over a long duration of time.  This 
is particularly the case when the provided information is not necessarily personalised and 
catered to patients’ needs and preferences.  These non-personalised information and way of 
communication with no involvement of patients in the process, again end up overwhelming 
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patients, which results in patients not fully understanding or accepting their doctor’s advice 
(Elmore et al., 2016). 
response of patients also differs, there are patient for example if you have similar 
clinical scenarios 2 patients, 4 patients, this plan will work, the other patient the plan 
will not work. Yes, of course sometimes we give the patient personalised plan 
specifically to his case (Consultant no.2) 
You always talk to the patients and tell them about the alternatives and the patient 
will see, according to different factors, this is what will make the patient decide, his 
values, his cultures. But sometimes it’s a wrong concept that he had, we try to correct 
it. For example diabetes in Ramadan, fasting in Ramadan, a lot of patients’ Islamic 
values choose to fast, You can tell them that we prefer for you not to fast and studies 
show that so and so. And then you can try to bring the values to the concept of 
evidence-based practice (Consultant no.4) 
 
Seeing patients as individuals, providing tailored health information in plain language, and 
recognizing patients’ needs and priorities as an opportunity to improve the communication 
between doctors and patients were regarded by both groups as facilitators to effective 
communication.  
they do ask about how I feel, about any concerns I have that I would like to talk about, 
if my diabetes if affecting something else in my life. And I tell them how I feel, this 
makes me feel that they actually care about me as a person (Female, aged 36, P31) 
The consultants, in contrast, focused in the consultation on overcoming the barriers 
concerning the communication of recommendation to promote behaviour change to better 
manage the disease, namely, increasing patients’ responsibility by holding them accountable 
and providing knowledge, using an aggressive communication style, or a positive 
communication style by reinforcing benefits of adherence to treatment plan, and receiving 
support from family to facilitate the engagement of healthier choices, in particular the 
choices that relate to eating habits. 
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for a while now, my doctor keeps telling me if I don’t adhere to the treatment, they 
would have to initiate insulin injections, and every time I would say no, no I will adhere 
to my treatments (Female, aged 36, P31) 
it usually takes time for us to try to convince them about the value and the benefits of 
taking the treatment and try to minimize their worrying about the injections and the 
side effects of the injections. (Consultant no.1) 
some of the doctors previously they were threatening the patient: if you don’t exercise, 
if you don’t lose weight, if you don’t be compliant to your oral hyperglycemic agent, I 
will start you on insulin! So insulin is like a trick to get the patients be more compliant. 
If you don’t exercise, if you don’t lose weight, if you continue to eat sugar, I will give 
you insulin! It's like a punishment (Consultant no.6) 
 
However, some patients preferred doctors to emphasize the potential benefits of complying 
with medication, rather than the risks that could potentially occur.  This is clearly illustrated 
in this following extract where the patient sound demotivated and helpless towards 
managing his disease:  
I’ve been feeling that my blood sugar is not stable for a while, my results are always 
not good and I’m afraid to go see a doctor and find out something bad, so I rather just 
ignore it and live my life (Female, aged 50, P16) 
This is consistent with the literature that shows that patients with increasing complications 
and intensifying treatment can sometimes feel that they have already failed at managing 
their diabetes, which in turn creates a “vicious circle of low motivation” (Brundisini et al., 
2015, P14). 
 
5.1.3 Sub-theme 3: Lack of continuity of care and system support 
Each time a patient consults with their doctor, they engage in a relationship that directly 
determines their quality of care, and their overall consultation experiences (Han et al., 2018). 
Both patients and consultants repeatedly stressed the importance of continuity of care 
through consultations with the same doctor as well as having sufficient time during 
consultations to ask questions, give information, and agree a course of action that accords 
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with the patients’ needs and preferences. The lack of time to deal effectively with patients’ 
concerns, and the belief amongst patients that it was unrealistic to prolong a consultation by 
asking too many questions, were repeatedly cited as issues which both restricted the service 
that consultants felt they could deliver and irritated patients who would have like more 
information.  
the time of the appointment was very fast… you can barely say anything (Male, aged 
41, P19) 
… the doctor has too much pressure so many patients, that’s why the waiting periods 
between the appointments are so long and I wish this could change (Female, aged 85, 
P5) 
I would like it if they would respect our time and not keep us waiting for hours and 
hours (Female, aged 53, P22) 
 
Consultants were equally aware of the constraints of time in the clinic as well as the issue of 
seeing multiple providers, and the impact it had on the service that could be delivered and 
the quality of discussion they could have with patients. 
So of course, if we have a quick backup in the clinic for reviewing the literature or if we 
have a good system that pharmacy backs you up with drug interactions quickly, that 
will make your life easier to retrieve it, ok. But of course the system is important, 
number of patients per clinic, give more time for the patient to discuss the alternatives 
with your patients and to chose. But if you have no good system like here your have 
30/ 40 patients per clinic, you have no time even to see the patient or to discuss with 
him anything (Consultant no.4)  
 
sometimes it maybe not from the doctor's fault it is from the system itself that there is 
shortage in staff (Consultant no.5). 
One consultant responded about his perception of the views of patient in involving in 
decision-making. He reported:  
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Minimal, they are willing but it is minimal. The problem is with the system itself. The 
system is not supporting this kind of acquired discussion between the doctor and the 
patient. the care of the patient should be like a diabetes centre, well qualified diabetes 
centre. That will optimize the care of the patient. Scattered clinic will not do the job 
(Consultant no.4) 
This extract articulates the notion that there is lack of support from the health system as a 
whole for not being able to accommodate this type of discussion. This is in line with patients 
views about the system support. One patient said:  
The system here is pretty bad, my consultant is on leave so my appointment has been 
cancelled and my prescription has been cancelled too, imagine! How am I supposed to 
get to the doctor? Should I travel to him? And the other consultants refused to give me 
the prescription, they say I am not their patient. (Female, aged 57, P39) 
  
The above examples articulate a constant conflict between the service the consultants would 
like to be able to provide and the care that is possible to give within time and resource 
constraints.  
 
Furthermore, and similar to other studies (Joseph-Williams et al., 2014b; Schildmeijer et al., 
2018),  good continuity of care with the same provider was perceived as a facilitator for 
patient participation because it could generate a more trustful relationship with patients.  
there is a big trust so we need to give them and deal with them as a family member as 
much as you can so most my patients I have big trust with them for years and years, 
some patients almost ten years with me (Consultant no.4) 
 
The above extract articulates that continuity of care influenced the opportunity to achieve a 
trusting doctor-patient relationship and, in turn, improve patient participation. This finding is 
consistent with a previous study that found that patients were more likely to report higher 
satisfaction in the context of their care when engaged in a long-term relationship with the 
same provider (Fan et al., 2005). 
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Doctors seemed to be aware of this issue and lay the blame on the system for not being able 
to accommodate these many patients with a small number of consultants.  
 
you are overworked with patients or get interrupted in the clinic for whatever reason 
of the interruption, there is always interruption in the clinic: this patient is coming for 
a refill, this patient is asking about his appointment they just want to come inside and 
the nurses have to stop everyone from keep coming inside. They are not following the 
etiquettes of a clinic unfortunately (Consultant no.5) 
Continuity of care from a healthcare provider was considered necessary by both patients and 
consultants in improving communication and patient engagement in care. Some patients 
indicated that seeing more than one doctor could create confusion and complications in the 
care management plan, and in turn, could affect patients’ confidence in the care provided. 
Patients were either given appointments with different doctors at the same centre based on 
doctors’ availability or the patient sometimes opted to access different health care 
institutions. 
I don’t see my doctor very often in the consultations, this is the third time on a row I 
come to my appointment and I don’t see him, there will a junior doctor covering for 
him. My appointments are usually every 4-6 months... I usually follow up with him in 
his private clinic (Female, aged 59, P13) 
 
another thing I was shocked with here is that you don’t see the same doctor every time, 
I wish the doctor could tell me for example she could say the next same you come you 
won’t see me because I will be on vacation but you will see doctor x who will cover my 
shifts, that would give me a clear idea of what is going to happen, who can I contact 
and so on (Female, aged 53, P22) 
According to the literature, repeated interactions with the same doctor allow patients to 
build more secure expectations based on a history of other interactions and anticipation of 
future directions (Tarrant et al., 2010). 
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When asked about how the collaborative approach in the clinic is implemented, one 
consultant explained how she used to communicate with the dietitian and health educator 
but now they are not available so she became working as the dietitian and the consultant at 
once, she commented: 
 
now we have shortage in the staff we lost our educator in the centre, so that’s why I 
am doing all the job and this is really stressful and it makes the work harder because I 
am the patient’s doctor, I am the diabetes educator (Consultant no. 6) 
 
Some participants described limited relationships with healthcare professionals, which 
appeared to limit effective communication. According to the participants, a variety of factors 
contributed to limited relationships, including frequent rotation of consultants limiting 
continuity of care, a feeling of limited time to develop a relationship, and ineffective 
communication styles with patients.   
I came at 11 o’clock for my appointment, they told me my doctor was on leave and I 
won’t be able to see him so they gave me an appointment in 7 months and I have 
already been waiting 6 months for my appointment today! Is this reasonable that I 
don’t see my consultant for over a year! That is ridiculous (Female, aged 60, P15) 
I’ve been walking back and forth to the pharmacy, patient affairs would not allow me 
to have my medication without my doctor’s prescription… we appreciate their work 
and efforts but I wish they would consider the patient more… (Female, aged 50, P16) 
 
Participants experienced considerable frustration with the service provided in the clinic due 
to seeing multiple doctors over time, limiting continuity of care. Patients felt that recounting 
their medical history at each visit was not a constructive process and limited progress in their 
diabetes management. This was also highlighted as a significant contributor to ineffective 
communication due to the doctors’ superficial understanding of the individual’s personal 
circumstances, history and goals. 
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some doctors here especially female doctors, are great, they really care and give 
sufficient time to every patient, unfortunately I didn’t get her name, that’s a problem 
here in the clinic, when you see a new doctor they don’t introduce themselves or tell 
you about their specialty so the patient can know who he is seeing, for me now I am 
meeting a doctor who seems anonymous to me and I sure I am anonymous to him. I 
never see the same doctor, I don’t mind seeing a junior doctor but you could at least 
introduce yourself and tell me how you will handle my condition. This is missing here 
for sure, we go back to the point that in fact nobody cares (Male, aged 41, P19) 
From the above extracts, patients’ views were articulated in a number of ways. Patients 
preferred to see the same doctor each time they attended the clinic, and cited examples of 
occasions when the doctor they saw clearly knew little of their case. Patients also discussed 
the importance of privacy during consultations and mentioned that their privacy was 
interrupted due to knocking on the doors and interruptions from other patients or health 
professionals. This was also highlighted by the doctors in the sense of the consultant having 
to check on multiple encounters at the same time while to save time and meet as many 
patients that particular day. 
I am trying my best to see all of the patients, so I usually switch between the rooms, in 
an attempt to try to make this relationship with the patient because when the patient 
sees you all the time, it really matters to him, he will be able to trust you more and my 
understanding of the patient and his problems will be much better than if I see him just 
once and for a very short time, but again in a busy clinic that might be difficult 
(Consultant no.1) 
we are trying to teach that it’s not allowed to come in and interrupt another patient’s 
consultation …. anybody is that should see you should have a pre-booked appointment 
(Consultant no.5) 
 
Some patients expressed that the long periods between appointments led them to seek other 
clinics especially private centres in order to get immediate service. 
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sometimes when the waiting period between the appointments is very long, and my 
hypoglycaemia is getting worse, I go to see my doctor in his private clinic because I 
can’t wait honestly and even when I come to the ER they don’t do anything to me 
(Female, aged 85, P5) 
sometimes my appointment is so far away 7-8 months and I get ill so I have to go to a 
private clinic in between my appointment here (Female, aged 42, P18) 
 
Although time constraints were mentioned frequently by the participants as a key barrier to 
incorporating patients values and preferences into decision-making as illustrated in section 
5.1.2, the combined results from more than a hundred randomized trials provide no robust 
evidence that more time is required to engage in shared decision making in clinical 
encounters than to offer usual care (Légaré and Witteman, 2013). This articulates that having 
short time with patients is not in fact a fair excuse for not engaging patient in decisions about 
treatment and management. Furthermore, a UK study has found that patients’ self-reported 
satisfaction with GPs’ communication and their confidence and trust in a GP consultation are 
not related to the length of the appointment (Elmore et al., 2016). Although longer 
consultations in healthcare have been generally associated with better quality of care and 
improved health related outcomes, evidence of any link between consultation length and 
overall patient experience seem to be limited. Despite the possible time constraints during 
medical consultations and its impact on patients’ experience, it is necessary to note the 
important role of family and friends to support people with diabetes to develop the skills and 
abilities for daily self-management (Bullen et al., 2019). This interpretation was echoed by 
one of the consultants indicating that the surrounding support from family and friends is 
important since they are more in contact with the patient than the health providers.  
maybe we need more time to spend with the patients but sometimes I think if I do talk 
to them about these things and they listen to me then I think the remaining is 
supposed to be the surrounding support to them, family, even your friend, the people 
start to talk about this problem and try to avoid the complications, meaning a person 
should not face it all alone. (Consultant no.5) 
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Others, for example, will accept after 2 visits. Like “okay your blood sugar is still very 
high your A1c is very high, and this medication is not going to work. Your disease has 
been progressing and it’s been long time you have had this disease, so we have to 
shift you to insulin” and with time, we will keep reinforcing the issue and so and so. 
Especially with elderly we encourage them to bring of their family member, I always 
encourage the elderly to have at least one relative with them. (Consultant no.5) 
Research in diabetes has found that doctors and patients have very similar concerns (Pooley 
et al., 2001). In the current study, lack of time to negotiate and discuss treatment and 
management was a recurrent theme form both perspectives. However, patients seemed to 
be realistic of what doctors can and cannot do, and many accept that primary responsibility 
for their own health lies within themselves (Corben et al., 2005). 
for me I don’t like to take long time with my doctor because I know he has lots of 
patients to see that might have worse situations than I do that’s why I like to get to 
the point unless there is something urgent that I need to discuss. At the end of the day, 
it’s your health and the doctor cannot fix everything for you (Female, aged 85, P5)  
A study by Abdulhadi et al. (2007) has revealed that patients who continued their journey of 
care with one health care provider had better involvement in appointments and treatments. 
Consequently, these patients achieved better glycaemic control. This is congruent with the 
findings of this study where patients expressed their preference to be seen by the same 
doctor because they believed that they would get better advice regarding their concerns. 
Furthermore, some patients in this study perceived that continuity of care with the same 
doctor was a noticeable element in building their trust and confidence as well as improving 
their relationship with their doctors. In addition to this, patients preferred to be seen by a 
consultant and showed some dissatisfaction when seen by junior doctors because they felt 
they were less skilled and less experienced.  A 53-year-old female commented:  
 
the third concern I have to be honest with you, is that is it really good practice to let 
junior doctors run the clinic and make decisions on behalf of the consultant? Are they 
qualified enough to do so? I wish them all the success but I am just worried that I am 
putting my health into the hands of a trainee (Female, aged 53, P22) 
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This is similar to the findings of previous studies where they suggested that a lack of belief in 
the competence of doctors significantly impacts the nature of doctor-patient relationship (Ha 
and Longnecker, 2010). Evidence suggest that reduced levels of trust in the scientific medical 
knowledge of junior doctors other than consultants or specialists led to poor adherence to 
appointments and oral antidiabetic medication (Polonsky and Henry, 2016).   
 
This result was also found in the accounts of participants when they expressed some of the 
challenges they face in the clinic such as unavailability of medicines and discontinuity of care 
which are perceived by the patients as barriers to better management of diabetes.  
 
you don’t have one single doctor here, that’s a whole other problem, every 
appointment you get a different junior doctor, and if you’re lucky enough, you might 
see your consultant for a bit. It’s been almost a year now since I properly sat with my 
consultant for the entire appointment, and if he is there he will turn to the junior doctor 
and ask him what do you think we should tell the patient now as if I’m some sort of 
experiment or educational tool for them. It is so uncomfortable and disrespectful 
(Female, aged 42, P18) 
 
Both patients and consultants repeatedly stressed that system-related barriers including time 
and resource constraints as well as the operational issues in appointments within the clinic 
impeded the possibility of incorporating patients’ values and preferences into decision-
making related to treatment and management of their diabetes. One patient stated: 
 
… no one gives you attention here… the doctors are always busy… sometimes they give 
me an appointment in six months (Male, aged 65, P6) 
The majority of participants expressed that the healthcare setting itself is a major obstacle 
for effective communication. In particular, they described the healthcare setting to be 
overworked and overstretched to meet demand, and this continuously affects interactions. 
Evidence suggest that insufficient time for consultation or interaction with patients plays an 
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important role, as healthcare systems pressures are increasing patient numbers and 
expectations (Hardavella et al., 2017).  
 
On a similar note, the lack of time made clinicians in this study feel pressured to make a 
particular recommendation or give a particular advice without actively engaging the patient 
in the discussion, as described by this clinician: 
 
I think usually when you are strapped for time…you don’t have enough time to 
thoroughly discuss what the risks and benefits of the option are, and not fully discuss 
each option available sometimes… (Consultant no.2) 
 
Primarily, it is necessary to bear in mind that both patients and clinicians want a positive 
interaction to ensure the best possible health outcome, as time spent in consultations is 
perceived to be valuable for both parties.   
 
5.1.4 Chapter summary 
In summary, the findings within this theme revealed the perspectives of people with diabetes 
and their doctors with regards to patient involvement in the decision-making process and 
their engagement with self-care behaviours. The findings articulated how sometimes people 
with diabetes present to the consultations with wishes to participate, but feel hesitant to do 
so due to the nature and type of communication and time constraints which can make 
patients act in a passive way in clinical encounters and their concerns or preferences are often 
too difficult for the consultants to establish unless patients sense that their opinions are 
welcomed and that the doctor is willing to listen to them. Active or attentive listening was 
shown to be an integral and essential part of the communication process, and when 
conducted actively, it plays an important role in effective doctor-patient communication, 
which, in turn, was a prerequisite for successful patient participation in their care. This theme 
also demonstrated that continuity of care, trusting relationships with patients, and system 
support were perceived to be important aspects to an effective doctor-patient 
communication and in enhancing patient participation. 
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The findings adds to the literature showing that patient involvement and the integration of 
their values and preferences into decision-making depends on the quality of the relationships 
between patients and health professionals (Bastiaens et al., 2007; Davis et al., 2007; Doekhie 
et al., 2018; Say et al., 2006; S. K. Smith et al., 2009). The findings of this study reveal that 
misalignments in both views and expectations of the roles and responsibilities of patient and 
health professionals influence interactions and patient involvement accordingly. It can be 
concluded that patient involvement is a relational process, shaped in a context of reciprocal 
relationships between patients and health professionals (Thompson, 2007).  
In this chapter, the findings with regard to the research questions were presented and 
discussed. The next chapter, therefore, moves on to synthesizing the key findings and 
presenting conclusions. It will then provide recommendations and implications for practice 
as well as research limitations and strengths.  
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Chapter 6: Conclusion  
Patients around the world are increasingly expected to take an active role in making informed 
decisions about their health and to take shared responsibility for managing their health 
condition, especially chronic conditions such as diabetes. However, there is limited evidence 
that “a broad spectrum” of patients is actually informed, engaged and empowered to 
participate as partners in medical decision-making. Despite the encouraging evidence and 
agreement that patients who are engaged and participate in managing their own health 
achieve better outcomes (Barello and Graffigna, 2015b), self-management is the least 
implemented and most challenging area of chronic disease management (Coleman and 
Newton, 2005). This research was one of the first studies, in Saudi Arabia, to document 
clinicians’ and patients’ perceptions in relation to patient involvement in decision-making 
about treatment and management of diabetes and how it is negotiated and communicated 
within the framework of evidence-based practice. 
Drawing from these discussions, a summary of the key findings is presented in this chapter as 
well as the contribution of the thesis. Furthermore, the strengths and limitations of this thesis 
are considered and suggestions for further research are presented. This chapter concludes 
with recommendations for professional and practice developments and policy makers. 
6.1 Summary of principal findings  
The research objective of the study was to strengthen evidence and insights into what it 
means to people with type 2 diabetes to be involved in decisions about their treatment and 
management and how it is negotiated and communicated within the framework of evidence-
based practice. This qualitative study enabled a richer understanding and comparison of the 
perceptions of T2D patients and their doctors regarding the factors enhancing or impeding 
the incorporation of patients’ values and preferences into decision-making related to 
treatment and management of their diabetes. 
The findings suggest that for the participants, there was a considerable gap between the 
rhetoric of person-centred care services and the reality of the experiences of communication 
and negotiation of treatment and management for people with type 2 diabetes. 
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This study identified a number of features relating to communication about treatment and 
management and to the ethos and nature of consultations that people with type 2 diabetes 
associated with their involvement in treatment decisions.  
The findings that were presented in this study revealed a cultural shift within healthcare and 
the doctor-patient relationship in the context of Saudi Arabia. The results of this thesis 
indicated that the dynamics of clinical encounters within Saudi is changing. To illustrate, 
patients seemed to be interested and willing to be involved in decision-making with regards 
to the treatment and management of their own health, contrary to the perceptions of their 
doctors who assumed that patients in Saudi are usually reluctant to speak, and will settle with 
what the doctor recommends. While this was the case for a few patients in the study, the 
majority of patients were willing to engage in discussions but did not feel empowered enough 
to do so. One explanation for this, as demonstrated in this study, was time constraints, lack 
of continuity of care and system support. Other reasons for patients not being involved in 
their health were lack of active listening to patients, inadequate negotiation of treatment, 
inconsistency of advice across healthcare providers as well as lack of individualised 
information tailored to needs and preferences. 
It was further shown in the findings that the relationship between doctors and their patients 
often suffered from miscommunication and misunderstanding. Some of the reasons for such 
communication issues are related to beliefs about illness and treatment, cultural and social 
factors and having different expectation towards the consultation (See Figure 8 for a 
summary of main findings). 
An important observation from this study was that patients increasingly expected to 
participate in discussions about their care, but these aspirations were not properly met. 
Another interesting finding in this study was that relational and interpersonal aspects of the 
consultation seemed to be important to patients and influenced their engagement in self-
care behaviours. 
Another unique contribution emerging from the interviews was that participants were greatly 
influenced by family in adopting self-care behaviours related to their diabetes. Perhaps it is 
worth expanding the Sackett’s EBP (patient values and preferences) element to include family 
259 
 
context element, family values and preferences rather than just this focus on the individual 
patient.  
Emotional support was important to patients especially in giving advice about changing 
lifestyle behaviours. Patients in this study seemed to be more or less aware of the association 
between lifestyle and their condition. So, informing patients again and again to change their 
lifestyle, to do more exercises, to eat less and lose weight, might not be beneficial. Most of 
them are already aware of these recommendations and they often feel discriminated if their 
efforts to change lifestyle behaviours are not sufficiently appreciated by their doctors. Many 
participants felt that they cannot influence the test results even if they change their lifestyle 
which demotivated them to do so. 
Increased patient engagement in individual interactions with practitioners is needed. Some 
studies have found that patients and clinicians have differing views on the importance of 
different health goals and health care risks (Lee et al., 2010). Other studies have found that 
physicians have inaccurate perceptions of their patients’ health beliefs, assuming that their 
patients’ beliefs are more aligned with their own than is actually the case. This misperception 
improves when patients are able to participate actively in the consultation (Johnson et al., 
2010; Street and Haidet, 2011). 
Evidence-based practice and person-centred care come from very different paradigms; the 
former is from a positivistic philosophy and the latter is from a humanistic philosophy. 
According to Rycroft-Malone et al. (2004), the skill of aligning the existing scientific evidence 
with patients’ personal and social influences presents various challenges, especially when 
these do not fit together well (Rycroft-Malone et al., 2004). 
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This study and the reported findings of other studies (Belasen and Belasen, 2018; Carman et 
al., 2013; Epstein and Street, 2011b; Heisler et al., 2002; Siminoff, 2013) demonstrate that 
communicating with patients in ways that elicit more than a description of physical symptoms 
has the potential to provider greater insight into the values, beliefs, and explanations that 
each patient brings to the medical encounter. When combining this patient-centred approach 
with evidence-based medicine, clinicians can amalgamate these paradigms and deliver care 
that is evidence-based while incorporating the values and preferences of patients (Burman 
et al., 2013).  
Person-centred approaches to care require clinicians to engage in trying to understand the 
full range of problems and concerns, treatment preferences, and emotional and social issues 
that people with diabetes bring to the medical encounter (The Health Foundation, 2014). If, 
however, the main issues of importance to the patient are not openly declared and discussed, 
 
 
Figure 8 Summary of main findings demonstrating the positives and negatives of doctor-patient communication  
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they cannot be fully addressed. This, in turn, is likely to result in people receiving the care 
that clinicians think they need, rather than providing care that is based on individual needs 
and preferences.  
Encouraging individuals with diabetes to voice their concerns or what matters most to them 
allows the clinician to develop an understanding of them as a person in terms of their unique 
values, needs and preferences, and is dependent on the style of communication adopted by 
the clinician.  
  
6.2 Research limitations and strengths 
6.2.1 Limitations 
The first limitation of the study may be the fact that the majority of patients and doctors are 
from a particular area in Saudi Arabia, making it difficult to generalise in terms of other 
cultures. Additionally, the services were being provided free of charge. This would mean that 
the findings of this study might not be applicable to other settings where payments are being 
demanded for diabetes consultations and treatment provision.  
The limitations of this study also include the restricted geographical location of those who 
participated, and any special characteristics that led some individuals to be more likely to 
volunteer to participate in this study. I suspect, for example, that those who chose to 
participate were more interested in and concerned about their involvement in decision-
making in relation to diabetes management than were those who did not participate. I 
recognize that more generalizable conclusions would require conducting the study with 
additional patients in other locations using different recruitment procedures, but I believe 
that this study’s findings are a good starting point. 
This study was limited to patients with T2D; hence, the findings may not apply to T1D 
patients. The study was also limited to 46 participants so it cannot be generalised to all people 
with T2D. The other limitation of the study was that it relied entirely on the responses of the 
research participants. It is possible that respondents provided inaccurate information, hence 
misleading the research.  
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The study included only doctors, and not other healthcare providers that provided care to the 
patients in the clinic such as nurses, dietitians and educators, because doctors were the main 
focus of the study. Including other types of healthcare providers in the study would have 
provided insights from a different perspective regarding patient participation in decision-
making and how various healthcare providers communicate and negotiate treatment and 
management with people with diabetes.  
The role of the researcher, having come from a clinical background, in analysing the data and 
interpreting them must be recognised. A researcher from a different background may analyse 
the data and interpret the research findings differently. 
6.2.2 Strengths 
This study has several strengths. The patient participants in this study included men and 
women of different ages with diverse experiences of diabetes. They were invited to discuss 
involvement in decision-making in consultations with their doctors and previous healthcare 
encounters, and they were able to refer to a range of treatment decisions and to compare 
and contrast their experiences of involvement in these. Furthermore, this study provided 
several unique contributions to the existing body of knowledge in relation to patient 
participation in decision-making within the doctor-patient relationship. It is of significant 
value to improve quality of care: aiding understanding and insight into the complexities of 
implementing a person-centred care approach, improving care standards and practice, as 
well as the importance of patient involvement in their own care. 
 
6.3 Implications of the study 
In this section, I attempt to answer the ‘so what’ question posed to any research study. 
Ultimately, the research objective of the study was to enquire into patients’ and clinicians’ 
perspectives of the negotiation of treatment and management of diabetes within the 
framework of evidence-based practice. Clearly this is of the interest to healthcare managers, 
policy-makers and educators in the diabetes clinic in the hospital under study who are 
involved with T2D patients and clinicians. Therefore, it also intends to see how these findings 
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can be relevant and beneficial to the provision of diabetes care in different settings in Saudi 
Arabia and to different medical conditions as well.  
 
6.3.1 Implications for professional and practice development 
The essence of this study was to explore the communication and negotiation aspects of 
clinical consultations with the particular focus on patient involvement in decision-making. 
This can be developed by the government via establishing programs that provide education 
and raise awareness to the importance of engaging patients in the management of their own 
health. The government could set out to initiate programs in which healthcare professionals 
meet with people to provide counsel on issues regarding the disease. This could be achieved 
through door-to- door campaigns where easier access to information about the disease is 
assured for each individual in the country. Mass production of brochures on diabetes 
management could be in circulation, courtesy of the government. The government could 
collaborate with health institutions to ensure that information and useful resources are 
accessible to all. The brochures could be distributed in markets, places of religious gatherings, 
financial institutions and other areas that are frequented to ensure easy distribution to and 
access by individuals.  
The government could also establish special training institutions to ensure quality provision 
of services to various patients and that their individual needs are properly met. There is a 
difference in the care needed for other patients and for T2D patients. As such, doctors and 
other healthcare providers may seek to attend forums, seminars and workshops aimed at 
ensuring quality provision of healthcare to people with diabetes. Such forums could be 
organised by the government in conjunction with health institutions, non-governmental 
institutions and international health bodies such as the WHO.  
The government can also establish a fund or funding initiative to cater solely to patients and 
other people affected by T2D. Although there is allocation of funds to the health sector to 
cater for the usual health facilities and provision of services, it is essential that the 
government establish a separate fund specifically for T2D and their unique needs, wishes and 
concerns with regards to diabetes management. Such funds would enable mass production 
of education materials to aid in transfer of knowledge to the public. Road shows and trips to 
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promote awareness of diabetes management could also be funded. This would ensure full 
allocation of funds to support the disease and not generalise the funds to all diseases, as is 
the case with allocation of funds to the health sector. Eventually, this would breed easier 
accountability.  
Forums might also be run to discuss issues and struggles facing people living with diabetes. 
This would serve to add knowledge as well as clarify misconceptions about the disease. It 
would also bring about confidence among people with diabetes who would have a public 
voice.  
To move forward, health care organizations and policy makers will need to embrace new 
norms and make substantial changes and shifts in their culture, processes, and structure. 
Moreover, if we are to achieve the optimum care to patients, health care organizations and 
policy makers cannot make changes in isolation. The pathway to true engagement involves 
working in partnership with patients and families. 
In addition to this, healthcare providers in general and clinicans in particular, as well as 
patients, need to be aware of the core dimensions of patient-centred communication. 
Providers need more training in motivating and empowering patients to change unhealthy or 
unfavourable behaviours to promote and improve their health. Overcoming patients’ health 
literacy barriers to communication is insufficient for effective communication to occur. 
Providers should make a greater effort to foster a therapeutic relationship with their patients 
by actively listening, building rapport and trust, showing empathy, and respecting patients’ 
unique values and preferences. Furthermore, patients can claim a more active role in 
discussions, and health institutions should help patients to better navigate their services and 
promote and steer them toward patient discussion groups to support peer distributed health 
literacy to enable engagement in self-care behaviour. 
 
6.3.2 Recommendations for future research 
Several issues raised in this study warrant further exploration. Research is needed to 
investigate factors that influence and promotes provider-patient communication in clinical 
encounters. In particular, further empirical research is needed to examine the ways in which 
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‘power imbalance’ in the doctor- patient relationship might impact the quality of care 
provided. This may be particularly useful in scenarios where there is a reversal of the normal 
‘imbalance’ of power in favour of the patient. Special consideration should be given to how 
such an imbalance might influence clinical decision making, patient trust, and overall health 
care quality.  
Several research questions on the implementation of shared decision making in diabetes 
management emerge from this thesis. Patients as well as doctors need to be empowered in 
the shared decision-making process. Furthermore, for doctors as well as other health care 
providers, the ability to recognise a patient’s willingness to participate soundly in shared 
decision making is invaluable. The question of how to accomplish this – through education, 
training, instruction – then arises. In this context, patient decision-making tools are 
significant. The diversity of their format raises the question as to what their preferred format 
should be. Research on valid decision-making instruments is also recommended. Although 
the discussion addresses the relevance of shared decision making in evidence-based practice 
with regards to the treatment and management of diabetes, the preferred timing and 
integration of shared decision making in the patient-care chain and the optimal usage of 
shared decision making are questions to be addressed in future research. Finally, the 
importance of establishing a closer link between clinical practice guidelines and decision 
support tools is recognised. However, the question of how clinical practice guidelines can be 
adapted to facilitate shared decision making remains unclear. 
This study suggests that further investigation of communication and negotiation aspects of 
participation in decision making in clinical consultations could include the following:  
• Investigation of how information exchange in medical encounters affects patient 
involvement by conducting further qualitative analysis of the interactions in consultations.  
• Investigation of how doctors describe their perceptions and attitudes on patient 
involvement in treatment decisions for diabetes, and their perceptions regarding efforts to 
involve patients in routine care.  
• Investigation of how doctors encourage patients to express their needs, values and 
preferences, and thereby facilitate the incorporation of patients’ values and preferences 
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perspectives decision making. This can be achieved by examining how doctors present 
information during consultations with patients with diabetes and how they respond to 
patients’ issues and concerns. 
 
6.4 Overall Conclusion 
In conclusion, many patients want to play a more active role in their health, and there is an 
increasing amount of evidence showing that well-supported involvement can help improve 
the experience, quality and outcomes of patients’ care. The question being dealt with in this 
thesis is how the vision of ‘patients as partners’ can be adopted in practice. In other words, 
how can we reach an approach to healthcare delivery in which patients are listened to, 
informed, valued, respected, and involved in decision-making related to their clinical care?  
In that sense, this thesis is not just a theoretical critique, nor an empirical analysis, but rather 
a bridge between two equally important paradigms of healthcare delivery: evidence-based 
practice and shared decision-making, with the aim to promote effective communication with 
patients in which to enable clinicians to provide more person-centred care. 
To sum up, it is hoped that the findings, discussion and recommendations presented in this 
thesis may draw other researchers’ attention to further investigate the potential areas 
proposed above and expound them. The potential areas for future research may be 
challenging, but the result will be worthwhile and rewarding for healthcare managers, 
patients, clinicians and educators in the provision of care. 
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Appendices 
Appendix A 
The Chronic Care Model theory 
 
The chronic care model for improvement of chronic illness care. Reproduced from (Wagner, 
1998). 
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Appendix B: Shared-Decision Making Model 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(Friesen-Storms et al., 2015)
Step 5: 
Evaluating process and result 
Step 1: 
Formulating 
questions 
Step 2: 
Searching best 
research evidence 
Step 3: 
Critically appraising 
research evidence 
Context Context 
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Office (RIGO) 
4th floor Senate House 
Guildford 
Surrey GU2 7XH UK 
 
T: +44 (0)1483 68 9103/2051 
 
ethics@surrey.ac.uk 
www.surrey.ac.uk 
 
 
University Ethics Committee 
 
10 July 2017 
 
Dear Mona, 
 
UEC ref: UEC_2017_057_FASS 
Study Title: Incorporating patient values and preferences into evidence-based practice: a qualitative 
study of patients with type 2 diabetes in a teaching hospital in Saudi Arabia 
 
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for the above 
research on the basis described in the submitted protocol and supporting documentation. 
 
Date of confirmation of ethical opinion: 7th July 2017 
 
The final list of documents reviewed by the Committee is as follows: 
 
Document  Version Date 
Ethics Application Form (submitted 16 June 2017)   
Protocol 1 31st May 2017 
Consent Form (submitted 06 July 2017) 2 4th July 2017 
Participant Information Sheet (submitted 06 July 2017) 2 4th July 2017 
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Dr Nayef bin Nasser Al Massoud at University of Imam Abdulrahman Bin 
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This opinion is given on the understanding that you will comply with the University's Ethics Handbook 
for Teaching and Research and have completed mandatory Health and Safety training provided by the 
University of Surrey. 
 
Mrs Mona AlJuwair 
Surrey Business School 
FASS 
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If the project includes distribution of a survey or questionnaire to members of the University community, 
researchers are asked to include a statement advising that the project has been reviewed by the 
University’s Ethics Committee. 
 
If you wish to make any amendments to your protocol, please refer to the Guidance on Amendments 
which can be found on the Research Integrity and Governance Office webpages. 
 
The Committee will need to be notified of adverse reactions suffered by research participants, and if the 
study is terminated earlier than expected with reasons.  Please be advised that the Ethics Committee is 
able to audit research to ensure that researchers are abiding by the University requirements and 
guidelines. 
 
You are asked to note that a further submission to the Ethics Committee will be required in the event 
that the study is not completed within five years of the above date. 
 
Please inform me when the research has been completed. 
 
Yours sincerely 
   
Dr Julia Hill 
Research Integrity and Governance Co-ordinator 
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Appendix H 
Participant Information Sheet [version 2, 4/7/2017] 
 PROJECT TITLE 
Incorporating patients’ values and preferences into evidence-based practice 
Introduction 
My name is Mona AlJuwair and I am a PhD student at the University of Surrey. I would like to 
invite you to take part in a semi-structured face-to-face interview, as part of my doctoral 
research project. Before you decide whether to partake it is important for you to understand 
why the research is being done and what it will involve for you. Please take time to read the 
following information carefully and ask questions about anything you do not understand. 
What is the purpose of the study? 
The purpose of this study is to gain a better understanding of how treatment and 
management are negotiated and communicated between doctors and patients with type 2 
diabetes.  
Why have I been invited to take part in the study? 
You have been invited to take part in this study because it will help me understand your 
experiences and perceptions of how plans for treating and managing your diabetes are 
negotiated within the doctor-patient relationship. 
Do I have to take part? 
No, you do not have to participate. There will be no adverse consequences in terms of your 
legal rights and your care / treatment / employment status if you decide not to participate or 
withdraw at a later stage. You can withdraw your participation at any time without giving a 
reason. 
If you withdraw from the study this will mean the following for your participation and data: 
Identifiable data already collected will be retained if you allow us to. Anonymous data already 
collected will be used (because we cannot trace the latter information back to you). No 
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further data would be collected or any other research procedures would be carried out on or 
in relation to you.  
What will my involvement require? 
If you agree to take part, we will then ask you to sign a consent form. If you do decide to take 
part you will be given this information sheet to keep and a copy of your signed consent form. 
You will be asked to attend a face-to-face interview. The interview will take place at a location 
that best suits you and may last up to an hour. The interview will be audio-recorded, subject 
to your approval. If you would prefer not to be audio-recorded, hand written notes will be 
used. 
What will I have to do? 
If you would like to take part please complete the consent form. 
What will happen to data that I provide? 
Semi-structured face-to-face interviews will be used to gain information from participants. 
The interviews will be audio-recorded subject to participants’ approval. If participants do not 
wish to be audio-recorded, field notes will be taken. All audio data will be transcribed into 
text for data analysis by the PhD researcher only. On completion of the study the data will be 
stored and disposed in accordance with University of Surrey data protection policy. 
Research data are stored securely for at least 10 years following their last access and project 
data (related to the administration of the project, e.g. your consent form) for at least 6 years 
in line with the University of Surrey policies.  
Personal data will be handled in accordance with the Data Protection Act (1998). 
What are the possible disadvantages or risks of taking part? 
There are no potential risks involved in your participation. 
What are the possible benefits of taking part? 
It is unlikely that you will benefit directly but you have the option of being informed about 
the overall study outcome. 
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What happens when the research study stops? 
All data is kept on a secured Internet server. The results of the study might be published in a 
scientific journal or presented at a conference. Overall summary of the findings will be 
available upon request. 
What if there is a problem? 
Any complaint or concern about any aspect of the way you have been dealt with during the 
course of the study will be addressed; please contact Mona AlJuwair, Principal Investigator 
on: m.aljuwair@surrey.ac.uk. You may also contact my supervisors: Dr Deborah Cooke 
d.cooke@surrey.ac.uk  or Dr Carin Magnusson c.magnusson@surrey.ac.uk. 
The University has in force the relevant insurance policies which apply to this study.  In 
addition, the Sponsor has made arrangements, in the event of harm where no legal liability 
arises, for “non-negligent harm” claims. If you wish to complain, or have any concerns about 
any aspect of the way you have been treated during the course of this study then you should 
follow the instructions given above. 
Will my taking part in the study be kept confidential? 
What is said in the interview is regarded strictly confidential and will be held securely until 
the research is finished. All data for analysis will be anonymised.  
In reporting on the research findings, I will not reveal the names of any participants or the 
organisation where you work.  
 
My personal data is held and processed in the strictest confidence, and in accordance with 
the Data Protection Act.  
 
All information gathered will be held on password-locked computers and University servers. 
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No identifiable data will be accessed by anyone other than me, members of the research 
team and authorised personal from the University and regulatory authorities for monitoring 
purposes. 
 
 
 
Full contact details of researcher and supervisor 
Researcher 
Mona Mohammad AlJuwair 
Email: m.aljuwair@surrey.ac.uk  
 
Supervisors 
Dr Deborah Cooke  
Work number: 01483 68 2926 
d.cooke@surrey.ac.uk 
 
Dr Carin Magnusson  
Work number: 01483 68 4552 
c.magnusson@surrey.ac.uk 
 
Work Address: School of Health Sciences 
Faculty of Health and Medical Sciences  
University of Surrey 
Guildford GU2 7XH  
UK Surrey. 
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Who is organising and funding the research? 
The principal investigator  
Who has reviewed the project? 
The study has been reviewed and received a Favorable Ethical Opinion (FEO) from the Institutional 
Review Board from University of Dammam in Saudi Arabia. Also, this research has been reviewed 
and received a favorable ethical opinion (FEO) from the University of Surrey Ethics Committee. 
 
Thank you for taking the time to read this Information Sheet. 
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Appendix I 
Participant Consent Form [version 2, 4/7/2017] 
 
PROJECT TITLE 
Incorporating patients’ values and preferences into evidence-based practice 
                                                                                                                Please initial each box                           
 
• I have read and understood the Information Sheet provided (version 2, 4/7/2017).  I 
have been given a full explanation by the investigators of the nature, purpose, location 
and likely duration of the study, and of what I will be expected to do.   
 
• I have been given the opportunity to ask questions on all aspects of the study and have 
understood the advice and information given as a result.                                                                                                             
 
• I agree to comply with the requirements of the study as outlined to me to the best of my 
abilities. I shall inform the investigators immediately if I have any concerns. 
• I understand that in accordance with the English law, insurance is in place which covers 
harm that is likely to result from my participation in this study as detailed in the 
participant information sheet                                                                                                
 
• I agree for my anonymised data to be used for this study / future research that will have 
received all relevant legal, professional and ethical approvals. 
 
• I give consent to [my interview] to be audio recorded 
 
 
• I give consent to anonymous verbatim quotations being used in reports 
No 
No 
 
Yes 
Yes 
s 
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• I understand that all project data will be held for at least 6 years and all research data 
for at least 10 years in accordance with University policy and that my personal data is 
held and processed in the strictest confidence, and in accordance with the Data 
Protection Act (1998). 
 
• I agree for the researchers to contact me to provide me with a study results summary. 
 
• I agree for the researchers to contact me about future studies. 
 
• I understand that all data collected during the study, may be looked at for monitoring 
and auditing purposes by authorised individuals from University of Surrey and Imam 
Abdulrahman Bin Faisal University where it is relevant to my taking part in this research. 
I give permission for these institutions to have access to my records.  
 
• I understand that I am free to withdraw from the study at any time without needing to 
justify my decision, without prejudice and without my legal rights and 
employment/medical care being affected.  
 
• I understand that I can request for my data to be withdrawn until publication of the data 
and that following my request all data already collected from me will be destroyed/ 
personal data will be destroyed but I allow the researchers to use anonymous data 
already collected. 
 
If I withdraw I also allow the researchers to use my personal data, in addition to anonymous 
data, already collected as outlined in the participant information sheet and this consent form 
 
• I confirm that I have read and understood the above and freely consent to participating 
in this study.  I have been given adequate time to consider my participation. 
 
No 
No 
 
Yes 
Yes 
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      Name of participant (BLOCK CAPITALS)    ......................................................  
 
Signed  ......................................................  
 
Date  ......................................................  
I have explained the study and the above participant has given their full consent to participant 
in this research study. 
 
Name of researcher  …….............................................. 
(BLOCK CAPITALS)   
 
Signed   .................................................... 
 
Date   ……………………………………………….. 
 
 
325 
 
Appendix J 
  Interview Guide (version 1, 6/6/2017) 
PROJECT TITLE 
Incorporating patient values and preferences into evidence-based practice: a qualitative 
study of patients with type 2 diabetes in a teaching hospital in Saudi Arabia 
Preamble –  
Thank you for agreeing to take part in this research study. 
Just to reiterate, the study aim is to explore how treatment and management of type 2 
diabetes is negotiated within the doctor-patient relationship. The interview will last for up to 
an hour and with your permission will be tape recorded. To reassure you, all information 
obtained will be anonymised. During the interview, please do not hesitate to ask for a break 
if required. You can also withdraw from the interview at any stage if you wish. Before we 
begin, do you have any questions, anything I have not covered? 
Part 1: Interviewing patients  
Interview questions 
1. Firstly, can you tell me a little bit about yourself?  
Prompts: Family, how you live, work, hobbies etc.  
               Tell me about when you got diabetes - how long ago? (Thoughts, feelings, 
reactions…) How many times have you been in the clinic? How many consultations 
you had? 
2. How does diabetes affect your life?  What is the impact of diabetes on your life? 
3. What is important for you in your everyday life to be able to handle your diabetes in 
a good way? 
Prompt: How often do you have to test your glucose levels and why? In general, how 
are your blood glucose levels during the days?  
Do you often have high/low/fluctuating blood glucose levels? How do you recognise 
the signs? 
Do you use an insulin pump or injection/pens? How often do you need to inject? 
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4. Talking about diabetes, how well do you think you manage your diabetes? 
Prompts: Which decisions related to diabetes do you make during a day? On which 
grounds do you make those decisions? 
 
5. What is the biggest challenge you have encountered in trying to manage your 
diabetes and how do you solve or cope with these problems? 
 
6. What do you need to know to be able to handle your diabetes in a good way? Do you 
have that knowledge? How are your capabilities to use the knowledge you have? 
7. What role did your consultants have in helping manage your diabetes? What support 
have you received from the diabetes clinic to be able to make decisions related to 
your diabetes? Could you do with more support? In that case, what support? 
8. Tell me about your visits at the diabetes clinic? (What works well? What does not 
work well? How do you feel the consultations went? Tell me about what thoughts 
you have when you leave the visits.) 
Prompts:  
• Do you think understood the information given to you by the consultants? 
Was there anything that could have been made clearer? 
• Were you confused by anything that was said? 
• Did the consultant make sure you understood the treatment and 
management plan? 
• Did you express your needs, concerns and thoughts to your consultant and 
was that take into consideration in your treatment plan? Did you agree with 
everything that has been said?  
• How important you felt the consultations were for your diabetes 
management? Did it meet with your expectations and why? Do you feel it 
was helpful? If yes, how. If it wasn’t helpful, why not? 
• Is there anything you would like to have happened differently in the 
consultations? 
• What did you feel about the amount of time the consultants spent with you? 
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• What kind of issues or information did you raise and discuss in the 
consultation? 
• Was there anything that you would have liked to discuss but didn’t? If yes, 
what is the issue and why didn’t you bring it up? 
 
9. How much did you feel involved in the discussion about decisions related to the 
treatment and management of your diabetes? 
Prompts:  
• Have you made changes to ways in which you get more involved in diabetes 
management? If yes, what changes have you made and why? If no, then, why 
not? 
• Have you made any changes to how you discuss diabetes with your 
consultant? If yes, what do you do differently? If no, then why not? 
• Has your understanding of your diabetes after the consultation changed in a 
way that you can manage your diabetes more effectively? 
• How important did you perceive the advice and recommendations provided 
by the consultants? 
• Do you generally follow the advice the consultants give to you? If not, why? 
• Have you perceived any difficulty when communicating with your consultant? 
10. What do you perceive to be the outcomes of the consultation? 
       Closing comment- is there anything you would like to add, that you want me to know, 
before we finish? 
Is it possible for me to make contact you again if there are any points I would like to ask you 
about the interview?        
Thank you very much for your time. Please do you have any questions for me? 
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Part 2: Interviewing consultants 
I would like to interview you today to understand your experience of the consultations with 
your patients, and what you perceived to be the main barriers/facilitators to effective 
communication. 
1. Firstly, can you tell me a bit about your knowledge, views and attitudes of evidence-
based practice in diabetes? What are your views on protocols and guidelines on best 
practice?  
Prompts:  
• Are there particular aspects of evidence that you feel ‘works’ or not?  
• Do patients’ values and preferences ‘fit’ better for certain protocols?  
• Do you change how you present the evidence according to the patients’ values 
and preferences?  
• What do you think are the general views of the patients in participating in their 
care? 
2. What is your approach to consultation in general? What do you hope to achieve in the 
consultations in advance of seeing the patient? 
3. How do you feel the consultations with your patients go? Is there anything about it that 
you would wish to discuss? What things do you think the patients do not understand? 
can you give an example of a patient and what happened? How did you deal with that 
particular case? 
4. Do you feel your patients understand everything you say to them?  
Prompts: How do you establish their understanding? If they don’t seem to understand 
everything? Why do you think that is? Can you give an example? 
5. Do you have any patients where their treatment and regimes don’t work, and why? 
6. Do you think the patients voice all their concerns and issues they intend in raising? If so, 
did you feel successful in addressing them? 
7. Do you discuss everything you intend to discuss with the patients?  
Prompts: 
• Do the patients respond appropriately?  
• Do you think they take your advice/information seriously?  
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• Do you think they act upon the advice/information you gave them? Can you give 
me an example? 
• Do you feel the patients agree with everything you say?  
8. To what extent do you think your patients are managing their diabetes? If not so good, 
why do you think that is? 
9. What is your thoughts on patients having an active role in the consultation?  
Prompts:  
• Do you feel you encourage this in your consultations?  
• How easy/difficult is it to involve patients in the consultation? 
• Do you think your patients wish to have a say in treatment decision-making? 
• What do you think are the most important issues you discuss with your patients 
in the consultations? 
• Can you think of ways in which the consultations could be improved? 
 
Closing comment- is there anything you would like to add? 
Ø Thank you very much for your time. Please do you have any questions for me? 
Ø Is there anyone that would be important to speak to?  
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Appendix K 
Search Strategy 
A systematic approach to literature review was adopted, in which the elements of a literature 
review either individually or collectively, contribute to the methods being both explicit and 
reproducible.  A systematic approach was used to reduce the potential bias within a review 
(Booth et al., 2016). Potential biases include selection bias where a reviewer selects primary 
research studies that support his/her prior beliefs. Systematic approaches require that items 
are selected for inclusion on the basis of their relevance and rigour, not on whether they 
report a favourable outcome or whether their findings are intrinsically ‘interesting’ (Booth et 
al., 2016). 
Summary of the process (inspired by: (Aveyard, 2014; Creswell, 2013) 
1. The researcher decided on the most appropriate sources for the literature 
2. The researcher performed a systematic search: 
• The search was divided into a series of concepts and expressions 
• Alternative terms were considered (e.g. synonyms) for each concept 
• Each concept was searched separately 
• Concepts were also combined – using Boolean logic 
3. The search was revised, as necessary, and replicated in other sources 
4. The key literature on the topic were grouped, that illustrate how this particular study is 
positioned in relation to previous research. 
Table 2 Search strategy  
Search terms (AND, OR, NOT) 
and truncation (wildcard 
characters like *) 
A combination of the following terms and phrases used 
during the literature search: ‘evidence-based practice’, 
shared decision-making’, ‘patient-centred care’, ‘patient 
centeredness’, ‘person-centred care’, ‘values’, 
‘preferences’, ‘patient participation’, ‘patient 
involvement’, ‘medical decision-making,’ ‘medical 
communication’, doctor-patient relationship’, 
‘negotiation’, ‘interaction’, ‘perceptions’, ‘expectations’, 
‘diabetes’, ‘type 2 diabetes’, ‘patient experience’, ‘patient 
choice’, ‘interpersonal aspects’, ‘therapeutic relationship’, 
‘compassion’, ‘autonomy’, ‘empowerment’, ‘active 
listening’, ‘roles’, ‘rights’, ‘Saudi Arabia’, ‘Arab’, ‘Middle 
East’, ‘Muslims’, ‘Islam’, ‘religion’, ‘culture’, ‘healthcare’, 
‘passivity’, ‘fatalism’, ‘beliefs’, ‘information’, ‘knowledge’, 
‘continuity of care’, ‘attitude’, ‘systematic review’, ‘meta-
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analysis’, ‘critical review’, ‘emotional support’, ‘clinicians’, 
‘healthcare providers’, ‘understanding’, ‘education’, 
‘stigma’, ‘collaboration’, ‘collaborative’, ‘quality of care’.  
 
 
 
 
 
 
Databases searched A comprehensive search strategy was developed and 
revised appropriately, and a computerised series of 
literature searches was carried out using the following 
electronic databases: CINAHL with full text, MEDLINE, 
Science Direct, Cochrane Library, PsycINFO, EBSCO, SAGE 
Journals, Web of Science and the University of Surrey 
search engine (Summon).  
Part of journals searched All results were checked for relevance by inspection of the 
key words in titles, abstracts and subject headings. All 
reference lists from all relevant articles were checked 
manually for additional references. Also, to expand the 
search results, articles related to the topic that are mostly 
cited were identified, as well as searching the other work 
done by the author(s) of the retrieved research papers. 
Years of search 1999-present 
This was seen by the researcher as an appropriate 
timeframe to show how the field of communication and 
decision making, as well as the issue of incorporating 
patients’ values and preferences into routine care, are 
historically situated. Additionally, the timeframe enabled 
the researcher to indicate ongoing debates in the field. 
Language  English  
Types of studies to be included Qualitative studies, quantitative studies and systematic 
reviews 
The researcher used peer reviewed research journals only. 
The researcher also reviewed relevant academic books and 
organisational publications. 
Inclusion criteria Studies from any geographical location. 
Exploratory studies examining the concepts of the thesis. 
Studies using quantitative methods of analysis as well as 
qualitative methods of analysis (to describe patterns or 
themes raised by participants) seeking to understand the 
doctors and patients experience through direct contact 
with participants or direct observation, describing the 
processes of disease management and communication 
experienced by patients and their active contributions 
towards this. This includes original qualitative studies, 
studies involving secondary qualitative analysis of 
qualitative data, and a qualitative study as part of a 
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mixed methods study e.g. the study also has a 
quantitative component. 
 
 
 
 
 
 
 
 
Exclusion criteria  Non-English language 
Published pre 1999 
Grey literature/not published in a peer reviewed journal 
Dissertations/theses 
Commentary articles, written to convey opinion or 
stimulate research/discussion, with no research 
component. 
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Appendix L 
Analysing the data using NVivo 11 data analysis software 
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Appendix M 
Sample of field notes 
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Appendix N 
Data collection process start/end certificate 
 
 
 
Ministry of Education              Imam Abdulrahman bin Faisal University          Kingdom of Saudi Arabia 
__________________________________________________________________________________ 
 
Certificate 
 
To Whom It May Concern: 
The Deanship of Quality and Academic Accreditation certifies that Mrs. Mona Mohammad Al-Juwair, from 
the University of Surrey, has completed her data collection for her PhD, which was held in the Diabetes 
Clinic in the King Fahd University Hospital in the city of Al-Khobar under the supervision of the Deanship 
of Quality and Academic Accreditation, and the scientific trip took place during the period from 
26/07/2017 to 13/09/2017. 
 
 Yours sincerely, 
 
 
 
 
 
 
______________________________________________ 
Dr. Ahmad bin Abdullah Al-Kuwaiti 
General supervisor 
Deanship of Quality and Academic Accreditation 
 
 
Dammam 31441.  P.O. Box 1982    Info@iau.edu.sa                                                          Number: 15183 
Fax. +966 13 333 0333   Tel. +966 13 333 0000  www.iau.edu.sa                                      Date: 26/ 02/ 1439 hijri 
                                                                                                                                                     Attachments: 
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Appendix O 
(Arabic version) 
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Appendix P 
Certified translation company certificate 
 
  
Certificate of Accuracy 
Peter Trebek 
Translator 
As a translator for Parker Corporation LP, I, Peter Trebek, declare that I am 
a bilingual translator who is thoroughly familiar with the Arabic and English  
languages. I have translated the attached documents to the best of my 
knowledge from Arabic and English and the English text is an accurate and 
true translation of the original documents presented to the best of my 
knowledge and belief. 
Signed on Jun 16, 2019 
  
Peter Trebek, Professional Translator for Parker Corporation LP 
Address: 39 Duke Street, Edinburgh, EH6 8HH, United Kingdom   
Phone number: +1 (347) 809-6761 Email: info@gotranscript.com Website: 
www.gotranscript.com  
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Appendix Q: Data analysis processes and hierarchy of codes 
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